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bee recorded history of the study and teach- 
ing of anatomy in the United States began at 
Ipswich, Massachusetts, where, before 1647, was 
“made an anatomy for we never had but one 
Anatomy in the Countrey which Mr. Giles Firmin 
did make and read upon very well.”’ In the 
seventeenth century “to make an anatomy” meant 
to complete a human dissection, and “to read upon” 
meant to lecture. Dr. Giles Firmin (circa 1614- 
1697), educated at Cambridge (England) Univer- 
sity, came to the colony in 1632. He began medi- 
cal practice in Ipswich in 1638, but after a few 
years returned to England, where he became a 
prominent clergyman.’ 

About a hundred and seventy-five years after 
Dr. Firmin “made his anatomy” at Ipswich there 
occurred in that part of the town known as Che- 
bacco, which was set off in 1819 as the town of Es- 
sex, events that had some unusual features and 
which led indirectly to important promotions of 
medical education. 

There was little teaching of practical anatomy 
in the colonial period, and that little was unknown 
outside the medical profession. Occasionally a 
preceptor with his pupils or a small group of physi- 
cians would dissect a body, but practical anatomy 
was unknown to the general public. In 1750 in 
New York City, Dr. John Bard and Dr. Peter 
Middleton dissected the body of an executed mur- 
derer.® lectured over this dissection and 
there was some public disapproval. In 1754 Wil- 
liam Hunter lectured on anatomy at Newport, 
Rhode Island, but it is not recorded that he ex- 
hibited dissections. There was no _ institutional 
teaching of anatomy until 1765. Therefore the 
question of dissection was not at all in the public 
mind, and there were no laws that provided mate- 
rial for the practical study of anatomy."* In colo- 
nial New England there were also no specific laws 
against the disturbance of graves.‘ 
and embryology, School of Medicine, Western 
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The founding of two colonial medical schools, 
in Philadelphia and in New York, and of the 
first medical school of the national period in Cam- 
bridge were in each case immediately preceded by 
courses in anatomy. Since institutional medical 
instruction was inaugurated by instruction in 
anatomy, that subject became in the public mind 
a salient feature of a medical school. Anatomy 
implied dissection, and since there were no legal 
provisions for securing bodies to dissect, a suspi- 
cion arose that establishment of a medical school 
would necessarily be accompanied by the disturb- 
ance of graves. The establishment of medical 
schools therefore brought the subject of grave- 
robbing into the public mind in the early national 
period. The practice was in such disrepute that 
at times mob action resulted, and two series of 
laws were passed. One series incidentally provided 
an extremely meager supply of material for dis- 
section. In the other series appeared a vigorous 
legislative program to prohibit the disturbance of 
graves. The citations below of examples of these 
legislative actions are restricted to New England, 
but similar action was taken in other states where 
medical schools were established. 

In 1784, there was passed in Massachusetts an 
“Act against Duelling.” It provided that the body 
of one killed in a duel should be turned over to 
any surgeon who might apply for it to be dissected. 
In the absence of such request the body was to be 
buried in the most public highway near the scene 
of the duel, without a cofiin and with a stake driven 
through the body.*® Thus dissection was made 
equivalent to the most disreputable burial that 
could be devised. Incidental to this attempt to stop 
dueling the law provided the first legal dissecting 
material in New England. The first lectures in 
Harvard Medical School were in the autumn of 
1783, so that in its second year this school, the- 
oretically, could provide legal instruction in prac- 
tical anatomy, provided someone engaged in a duel 
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in which one or both parties were killed; but the 
rarity of duels made this source of supply neg- 
ligible. Twenty years later the available supply 
was extended to the bodies of executed murderers. 

The Massachusetts law of 1805 provided that 
“justices in case of murder committed in a duel 
shall, and in other cases may, at their discretion, 
further sentence and order the body of such con- 
vict to be dissected and anatomized.”’ Here is 
specific evidence that dissection was considered an 
additional posthumous punishment for major 
crimes. There were more hangings than duels, 
but the fact that judges were not compelled to 
assign the bodies of criminals for dissection tended 
to make such material extremely scanty, — only 
one or two bodies a year,"’— and a surgeon who 
had private pupils was just as likely to get the 
body as was the professor of anatomy of the med- 
ical school. In some years, the Harvard Medical 
School secured only one body. When, later, legal 
dissection was extended to the bodies of convicts 
dying in prison, this disposition was at the dis- 
cretion of the prison commissioners, depending, 
among other things, on the nature of the crime 
which the convict had committed. The first law 
of this type in New England was passed in Con- 
necticut in 1824. Here again dissection was an 
additional posthumous punishment. 

The resultant popular conception of dissection 
as an additional penalty for major crimes made 
the subject of anatomy odious. The laity felt 
that dissection of the body of a friend stigmatized 
his memory and made him, by implication, a 
criminal. This sentiment inhibited the securing 
of laws to designate bodies buried at public ex- 
pense for the use of students of anatomy, for peo- 
ple believed that this would stigmatize as a crim- 
inal one who was merely poor or unknown. 

An example of the influence of the establish- 
ment of medical schools on the other phase of the 
legislative program, namely the prohibition of 
grave robbing, is that, coincident with the decision 
of Dartmouth College to inaugurate medical 
teaching, a law was passed in New Hampshire in 
1796 which provided a penalty of $1000, public 
flogging not to exceed thirty-nine stripes or im- 
prisonment for one year for disturbing a grave.* 
A similar law was enacted in Vermont in 1804.° 

Public flogging as a penalty ultimately disap- 
peared from the laws, and fine and imprisonment 
varied in different states from $100 to $3000 for 
each offense, or imprisonment varying from one 
to ten years. In Massachusetts in 1818 the penalty 
was a fine of $1000 or imprisonment for one year. 
The law imposed the same penalty for possession 
of a disinterred body as for the actual disinterment, 
and possession was defined as presence of the 
body on premises under control of an individual.’ 
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The medical schools faced two alternatives: 
either to abandon practical anatomy, since the 
sources of legally authorized material were in- 
sufficient to carry it on, or to conduct it with ma- 
terial secured by illegal methods. At the Harvard 
Medical School about 1810, “on account of the 
agitated state of the public mind concerning abuses 
in obtaining material for dissections . . . costly 
wax preparations were purchased to supersede the 
necessity of dissecting human subjects.”"' Officers 
of the medical schools tried in various ways to 
allay public agitation, which had brought preju- 
dice against the medical school as an institution. 
One way was to attempt to persuade the local 
community, by proclamation, that the graves of 
families and friends were safe because material 
for dissection came from a distance. This argu- 
ment was specious, certainly so before the era of 
railroads. Two examples of this method may 
be given. 

At the Vermont Academy of Medicine at Cas- 
tleton, 1824, the trustees passed the following reso- 
lutions: 


Resolved by this corporation that no subject for use- 
of this institution shall be taken from any graveyard 
or burying ground in the Countey; but such as may be 
necessary shall be procured from the great seaports 
of the neighboring States. Resolved that if any Student 
shall be guilty of violating the above Resolution, he 
shall be expelled from this Academy."? 

This resolution was published in newspapers of 
the neighboring towns. In July, 1829, it was an- 
nounced that the Clinical School of Medicine 
would open at Woodstock, Vermont; in the fol- 
lowing March a published newspaper announce- 
ment, signed by the secretary of the faculty and 
school, contained the following: 


We pledge ourselves to the community that we will 
not use or suffer to be used in any manner, so far 
as may come to our knowledge, any human body 
disintered hereabouts:— it may be invidious to set 
limits but we are willing to say the State of Vermont. 
We are well assured of obtaining a competency of the 
means from remote parts and in a manner that ever 
will be justified by the well informed and judicious. 
part of the community.'* 


Because it was impossible to procure enough 
cadavers legally, the medical schools did not re- 
quire dissection in the early nineteenth century, 
and in many schools not until late in that century. 
To do so implied a guarantee to furnish material 
which could be secured only by illegal methods. 
To make a requirement that implied law-breaking 
was likely to arouse public disapproval of medical 
schools, or even to endanger their charters. There- 
fore medical schools were careful as to what was 
said in print concerning dissection in connection 
with teaching, since medical school catalogues 
reached the laity as well as the profession. The 
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catalogues stressed the use of charts and models in 
teaching anatomy, and in some cases dissection 
was not mentioned. When mentioned it was only 
to say that there was opportunity for such as de- 
sired to dissect. Many medical students depended 
upon their preceptors, rather than upon the med- 
ical school, to teach practical anatomy, and by 
the preceptors it was usually poorly taught. 

The matter of dissecting material affected med- 
ical education and medical students in many 
ways. In several cases faculty dissension, which 
resulted in the founding of rival medical schools, 
first began over the question of defense or con- 
demnation of students involved in a resurrection. 
By the laity every medical student was consid- 
ered a potential, if not an actual, grave robber, 
and was considered of lower morality than stu- 
dents in other educational institutions. Medical 
students were inclined to try to live up to this 
reputation, and were given to drinking to excess, 
profanity and public boisterousness. were 
less welcome in polite society than law students, 
theological students or students of colleges of 
arts. The current popular opinion of medical 
students is shown in a novel published in Boston 
in 1846 in which the chief characters are medical 
students and the concurrent themes are body 
snatching and prostitution.** The author was a 
student in Harvard Medical School when he wrote 
this, the third of a long list of works of fiction 
that bear his name. 

When from 1826 to 1832 the Clinical School of 
Medicine at Woodstock, Vermont, was denied a 
charter by the legislature, one of the arguments 
used by local opponents of the granting of 
the charter was that a medical school in that 
vicinity was undesirable because it would lead 
to the violation of graves in the cemeteries of 
neighboring villages. The records of debates in 
the legislature show that several members of the 
Assembly said that if another medical school were 
to be established in the state they wanted it as far 
as possible from their home towns."® 

Mob action in connection with dissection arose 
from time to time. The first recorded in the 
United States was in New York City in 1788. 
A large mob attacked and pillaged a dissecting 
room, and raised havoc for two days until dis- 
persed by military force.’ 

In April, 1830, the grave of a young woman 
at Barnard, Vermont, was discovered to be empty. 
A large party of citizens assembled and marched 
to the Clinical School of Medicine, then in its 
first session at Woodstock, ten miles distant. They 
searched the medical building but did not find 
the body. Nevertheless four students were ar- 
rested on suspicion. Two of these were released 
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after preliminary examination and the other two 
were remanded for trial. At Woodstock in June, 
a jury brought in a verdict of not guilty.” 

Before daylight on November 29, 1830, about 
three hundred men of Hubbardton, Vermont, and 
surrounding towns gathered in that village and, 
headed by the sheriff of the county, marched five 
miles to the town of Castleton. Here they searched 
the building of the Vermont Academy of Medi- 
cine, a medical school in that town, and found the 
body of a recently interred woman whose grave 
in Hubbardton had been found empty. In 1879 
was celebrated at Castleton what was supposed to 
be the fiftieth anniversary of the “Hubbardton 
Raid.” The error in date was discovered after 
the anniversary had been arranged. On this oc- 
casion the local physician immortalized the stir- 
ring events of 1830 in an epic poem of nearly five 
hundred lines written in the style of Hiawatha, a 
unique item in American medical literature.’® 

Mob action connected with unauthorized disin- 
terment was not confined to New England. In 
the autumn of 1839 a crowd from a neighboring 
town attacked the medical school at Worthington, 
Ohio. They found two bodies. Thereupon the 
leaders of the mob directed the faculty to load all 
the movable possessions of the school into wagons, 
whereupon an armed group accompanied the 
wagons and the faculty to the county line and 
warned them never to return. They never did. 
Thus ended the medical school at Worthing- 
ton27 38 

In February, 1852, in Cleveland, Ohio, a mob 
attacked the rooms on the upper floors of a busi- 
ness block occupied by the recently organized 
Western College of Homeopathic Medicine. No 
bodies were found, but the mob destroyed all the 
equipment of the school, damaged the building 
and attempted to burn it. The wreckage was so 
complete that the school never reoccupied the 
premises.’*: *° Meanwhile at the Medical Depart- 
ment of Western Reserve College, a half-mile dis- 
tant, in anticipation of a similar attack, eighty 
muskets and ammunition were secured from a 
neighboring armory. The white-haired dean, mus- 
ket in hand, stood on the front steps of the med- 
ical building, with his armed students behind him 
awaiting the mob, which did not come when its 
scouts advised it of the preparations for its re- 
ception. Instead it started for the residence of 
the dean of the Western College of Homeopathic 
Medicine, intent on destroying his private prop- 
erty, and was stopped only when met by a 
en of militia that had been hastily called 


ONThese half-dozen events in different parts of the 
country show the public resentment against what 
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the laity called grave robbing or body snatching, 
but which those members of the medical profes- 
sion versed in more elegant language termed “pri- 
vate resurrection.” Attacks by mobs were not 
frequent, but search of a medical school by a 
sheriff was a frequent event. These searches were 
usually without result, since every medical school 
had a place of concealment for the few cadavers 
which it might have on hand — few because cadav- 
ers were difficult to obtain, and because, when 
obtained, dissection was rapidly completed by a 
small group of students and the skeleton was 
removed. One place of concealment was the 
cupola, an architectural feature of many early 
medical school buildings, not only ornamental but 
useful. By block and tackle several cadavers could 
be quickly hoisted into the cupola through a trap 
door, whereupon the ladder by which the cupola 
had been reached could be hidden between the 
partitions of the building. 

The arrest of medical students, often including 
the demonstrator of anatomy, for suspected par- 
ticipation in resurrections was a common occur- 
rence, but the records of conviction are few, and 
the penalty rarely exceeded a small fine. 


We shall now return to Ipswich, where Dr. 
Firmin “made his anatomy.” On the night of 
January 10, 1818, lights were seen in the hillside 
graveyard of Chebacco Parish.** A diary, written 
in a neighboring town, shows that six inches of 
snow fell that night. A snowstorm was a neces- 
sary adjunct of resurrection in winter if there was 
any snow on the ground, since only by falling 
snow were tracks obliterated. The lights visible 
on the hillside must have been due to faulty tech- 
nic, since lanterns used at resurrections were usu- 
ally carefully shaded. It was suspected that the grave 
of Sally Andrews, who had died on Christmas 
Day, had been disturbed. When spring came 
and the snow disappeared her grave was opened 
and found empty. Then suspicion arose that more 
than one grave had been disturbed, so all the 
graves of burials of that winter were opened and 
eight coffins were found empty. In April the 
papers of Salem, the county seat twelve miles dis- 
tant, carried the result.**:** Newspaper accounts 
are abbreviated in a history** of the town written 
sixteen years later, as follows: 


Exhumation of the Dead. April 17, 1818. Great 
excitement prevails in Chebacco because it was dis- 
covered that no less than eight bodies have been taken 
from their graveyard. They adopt methods for detect- 
ing the person or persons concerned in the act. July 23. 
Mr. Crowell preaches at the request of his people 
an interesting sermon on the occasion from John xx:13. 
The individual who was found to have disintered 
these bodies for anatomical purposes was largely fined. 
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A record” in another place shows that the eight 
people included three men, two women, two boys 
and a negro servant. 


At a parish meeting held on April 17 a com- 
mittee was appointed to raise money as a reward 
“for discovering the author or authors of the late 
horrid deed.” At a meeting on April 21 there is 
reference to “the empty coffins now lying exposed 
to public view” and to the appointing “of a day 
for the solemn reintering of said coffins in one 
grave in some conspicuous part of the burying 
ground” and “that a monument be erected over 
them by subscription with the names of the de- 
ceased whose bodies were stolen inscribed there- 
on to perpetuate the memory of the horrid 
deed.”** 

An advertisement dated April 25 offering $500 
reward for information first appeared in the Salem 
papers on April 28. Its last appearance was on 
May 12, which probably indicates the approximate 
date of detection of the offender.**:** This ad- 
vertisement was signed by three prominent citi- 
zens of the parish. A search of their genealogies 
shows that each of the three was either a par- 
ent, a brother or a son of one of those whose 
bodies were taken. The eight empty coffins, 
which had been “exposed to public view” for over 
three months, were buried in a common grave on 
July 23, but on account of failure to secure funds 
the proposed monument was not erected. On this 
occasion Mr. Crowell preached a sermon which, 
as published, contains over twelve thousand 
words.2® 

Mr. Crowell’s sermon has points of interest 
besides its length. He said that dissection in 
itself was not unchristian. This was not in ac- 
cord with popular belief linking dissection and 
crime. Inferentially he advocated a law that, in 
order to protect private graves, would bestow the 
bodies of all criminals, not merely those of duelists 
and murderers, for anatomical study. Further- 
more, he presented a series of arguments of those 
who defend private resurrection for anatomical 
study, and examined each. This résumé, proba- 
bly derived from a physician, is of interest as 
giving the attitude of the medical profession at 
that time.”® 

In the Supreme Judicial Court, sitting in Salem 
in November, 1818, the jury returned three sep- 
arate indictments, each involving a different body, 
against Dr. Thomas Sewall, the local physician 
in Chebacco. On the plea of counsel that one in- 
dictment was inaccurately drawn, it was nol- 
prossed.** The two other indictments were con- 
tinued to the April term of 1819, and again to the 
November term. Dr. Sewall was tried in Novem- 
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ber, 1819, a year and seven months after the dis- 
covery of the empty graves. Daniel Davis, solici- 
tor general of the Commonwealth, was attorney 
for the state and Daniel Webster for the defendant. 
The indictments charged that “Thomas Sewall 
did knowingly and wilfully receive, conceal, and 
dispose of the human body and remains thereof 
of one Sally Andrews” and “of one William 
Burnham.” The charge was possession rather 
than disinterment. Dr. Sewall was found guilty 
on both indictments, and was fined $400 and costs 
in each case.”" 


Private resurrections are no longer practiced, 
since adequate anatomical laws have been enacted 
in all states, but this group of events, including 
the reburial of empty coffins and the proposed 
monument, constitute one of the most curious of 
the many public episodes connected with anatom- 
ical material. However, the interest in the events 
at Chebacco does not end with the trial of No- 
vember, 1819, for there were two interesting se- 


quels. 

What of the man who was “largely fined”? Dr. 
Thomas Sewall was born in Augusta, Maine, 
April 16, 1786, the son of a tanner. He studied 
medicine under a preceptor and began practice in 
Chebacco in 1808, succeeding his brother-in-law, 
Dr. Reuben Dimond Mussey. For the session of 
1810-11 Dr. Sewall attended the Medical Depart- 
ment of the University of Pennsylvania, where 
Dr. Mussey had recently taken his second medi- 
cal degree. In 1811-12 Dr. Sewall attended the 
Harvard Medical School and received the degree 
of doctor of medicine. In the year of his gradua- 
tion he a member of the Massachusetts 
Medical Society. He returned to his practice at 
Chebacco, where he served as preceptor for stu- 
dents. In 1813 Dr. Sewall married an older sis- 
ter of Rufus Choate, later famous at the Massa- 
chusetts bar.”* 

Immediately after his conviction Dr. Sewall 
went to Washington, District of Columbia, far 
enough away so that the story of the resurrec- 
tions at Chebacco would not be commonly known. 
At that time there was neither an arts nor a med- 
ical college in Washington. In 1821 Columbian 
College was organized, and in 1822 it began in- 
struction in arts. Its plans included a medical 
school to be known as the National Medical Col- 
lege. In 1821 Dr. Sewall was elected professor of 
anatomy in Columbian College.** At that time 
he had been in Washington less than two years, 
and had had no experience in medical teaching 
except as preceptor to students at Chebacco.* One 
may infer that Dr. Sewall’s extensive study of 

*It is possible that Dr. RA. was demonstrator of anatomy at the 


Harvard Medical School fol his graduation, but the available records 
of that period do not name the demonstrators of anatomy. 
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practical anatomy, and probably the teaching of it 
to his private students in Chebacco in the winter 
of 1818 had prepared him to accept such a pro- 
fessorship. He was the only professor of a medi- 
cal subject appointed at that time. For four 
years he worked on the establishment of a med- 
ical college, and in March, 1825, this was opened 
under the name of the National Medical College, 
Medical Department of Columbian College, which 
soon took rank with the best American medical 
schools. Dr. Sewall was truly its founder, and 
became its dean, holding this office for nineteen 
years. In the early years of his incumbency he 
was professor of anatomy and physiology, later 
professor of medicine. 

The address which Dr. Sewall delivered at the 
opening of this school was devoted to a review of 
medical education in the United States up to 
that time, and was the first comprehensive treatise 
of the subject, prior writers on medical educa- 
tion in this country having confined themselves 
to one or two institutions. The paper, which in- 
cludes descriptions of medical schools and medical 
educators and some statistics, is the pioneer item 
in this country on the subject.2* When Dr. 
Thacher, three years later, published his American 
Medical Biography,* he included in the introduc- 
tion a résumé of American medical schools much 
of which is taken from Dr. Sewall’s address. 

Dr. Sewall had a large and select practice in 
Washington. He wrote and published on several 
subjects besides medicine. He was considered an 
excellent teacher and administrator in medical 
education and a distinguished physician. He was 
an early advocate of national medical organiza- 
tion, but died April 11, 1845, at the age of forty- 
nine, a year before the American Medical Associa- 
tion was founded.”® 

It was as an indirect result of the resurrections in 
Chebacco Parish that a country doctor moved to 
the national capital, became its leading physi- 
cian, founded the first medical school in that city 
and rose to national prominence in American 
medicine and medical education. It is an “ill wind 
that turns none to good.” 

Another series of events related to dissection had 
an indirect connection with the episode at Che- 
bacco. In the Essex Register of Salem of May 9, 
1818, appeared an editorial which began as fol- 
lows: 


The great alarm at Chebacco has made the subject 
of disturbing the dead a very serious concern. Some- 
thing must be done to render the public mind quiet 
on the subject. Few who regard the living will be 
disposed to deny that the human system should be 
understood. To put beyond doubt the sufficiency of 
means and yet the safety of common graves the govern- 
ment must prevent the temptations to violate them 
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by providing proper subjects for the Anatomist and 
Physician. They may be found among those who have 
forfeited their lives and liberties to the people. 


In continuation the medical profession is called 
upon to secure enactment of such a law.” 

There was no law in any New England state 
at this time regarding the bodies of convicts other 
than murderers. The first came in Connecticut in 
1824. This advocacy, from a lay source, of legali- 
zation of practical anatomy was unusual, and may 
have been inspired by a young physician who had 
located in Salem a few weeks before and who 
later became the leading surgeon of that city. 
This was Abel Lawrence Peirson, a graduate in 
1816 from the Harvard Medical School, to which 
he sent many students in later years. 

The editorial just quoted had no immediate 
effect on the Massachusetts Medical Society. Ex- 
amination of its records shows no mention of dis- 
section for ten years. In 1828 this society revised 
its recommended program of study for one seek- 
ing membership, and added this significant sen- 
tence: “It is recommended as indispensible for 
a practitioner of Medicine and Surgery to prose- 
cute dissection.” This advised what, under the 
law of 1815, was a felony. The situation needed 
to be remedied. 

Dr. Peirson became a fellow of the Massachu- 
setts Medical Society in 1821. In 1826, while still 
a very young man, he was elected a councilor. In 
February, 1829, he proposed that a committee be 
appointed to petition the legislature “to modify the 
existing laws which operate to forbid the 
curing of subjects for anatomical dissection.” In 
June the society made Dr. Peirson chairman of 
a committee of nine chosen for this purpose. The 
committee included the most eminent members 
of the society, all of them much older than Dr. 
Peirson.*® 

This committee prepared an address to the pub- 
lic which advocated that bodies which must be 
buried at public expense be made available for 
practical anatomy. A considerable part of the 
address was devoted to an argument against the 
traditional idea that dissection was a stigma and 
a penal offense. Some passages clearly refer to 
the events at Chebacco and the conviction of Dr. 
Sewall, although no names are mentioned. Much 
of the phraseology of the Salem editorial of 1818 
is included verbatim.‘ Here and elsewhere are 
hints that Dr. Peirson was more intimately con- 
nected with the events at Chebacco than appears 
from the records so far discovered. 

In his address to the legislature in 1830 the Gov- 
ernor commended the request of the medical pro- 
fession for change in the law regarding dissec- 
tion.** A bill was introduced at the end of the 
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session and carried over to the session of 1831, 
when it came up early in February. On invita- 
tion, Dr. John C. Warren delivered a lecture on 
anatomy at a joint session of the legislature. The 
bill was enacted and signed February 28, 1831. Its 
title was “An Act more effectually to protect the 
Sepulchres of the Dead and to legalize the study 
of Anatomy in certain Cases,”** a name which 
subordinated the main purpose of the law. In his 
address in 1830 the Governor had cautioned that 
because of the state of the public mind, any law 
on this subject should be drawn without too direct 
reference to its purpose. The law was slightly 
amended in 1834 and the new bill was signed 
April 1. On July 5 the legislature of New Hamp- 
shire passed an identical law.** 


The most important feature of this act was that 
it repealed that part of the statute of 1815 which 
made it a felony to be in possession of any human 
body to be used for dissection, except that of a 
duelist or an executed murderer. A second im- 
portant feature was that it began to remove from 
the public mind the old idea that dissection was 
necessarily linked with major crimes and there- 
fore a stigma; but this notion persisted, and thirty 
years later Thomas Wentworth Higginson re- 
ferred to “the last ignominy of the dissecting 
room.”** 

This law did not provide adequate dissecting 
material for the medical schools, although in its 
text it gave them preference. This was because 
the turning over to medical schools, licensed phy- 
sicians or medical students of bodies that must 
otherwise be buried at public expense was per- 
missible, but not compulsory upon public off- 
cials, and local and personal sentiment deterred 
such officials from the permissive course. Private 
resurrection, mainly from potters’ fields, continued. 

This law was the beginning of the present-day 
anatomical laws in New England. Dr. Peirson 
of Salem was the leader in securing its enactment, 
and there is definite relation in time and place 
between the events in Chebacco in 1818, leading to 
the conviction of Dr. Sewall, and the activity of 
Dr. Peirson, who located in Salem in the midst 
of the excitement caused by these events and re- 
mained there until his death in 1853. The causal 
relation cannot, with evidence so far discovered, 
be proved intimate, but the sequence, location and 
proponent of the law suggest at least an influence. 
Thus the episode of 1818 is seemingly related to 
the present-day teaching of anatomy in New 
England. 
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THE CEREBROSPINAL FLUID IN OPTIC NEURITIS, “TOXIC 
AMBLYOPIA” AND TUMORS PRODUCING CENTRAL SCOTOMAS* 


Artuur L. Watkins, M.D.t 


BOSTON 


“TBE differential diagnosis of visual disturb- 
ances, particularly those with a central scotoma 
of the visual field caused by tumors or abscesses, 
and toxic or degenerative conditions, has been a 
subject of numerous publications." There still re- 
mains difficulty, however, in separating cases re- 
quiring surgical treatment, as recent experiences in 
this clinic have demonstrated. Some patients have 
been operated on with negative findings, while 
others have been operated on too late to benefit 
sight. In an attempt to add to our better un- 
derstanding of this problem, 120 patients have 
been studied who came to the hospital primarily 
for loss of vision and were found to have central 
scotomas. All the patients received one or more 

*From the Massachusetts General Hospital and the Massachusetts Eye 
and Ear In ry. 


tAssistant in neurology, Harvard Medical School; resident in neurology, 
Massachusetts General Hospital. 


lumbar punctures,} and to present the results of 
these examinations is the purpose of this study. In 
spite of the voluminous literature on cerebrospinal 
fluid and the recent publication of a book devoted 
to the subject, little information is available be- 
yond individual case reports as to the cerebrospinal 
fluid findings in affections of the optic nerves. 

The classification of the various groups of dis- 
orders affecting the optic nerves, chiasm and 
tracts has been and still is confusing. It is neces- 
sary, therefore, to make arbitrary definitions for 
the sake of clarity. In the first place, all patients 
with syphilis have been excluded, and in this 
series blood Wassermann and Hinton tests and 
spinal-fluid Wassermann tests were all negative. 
There remain the following groups: retrobulbar 
optic neuritis; “toxic amblyopia”; other types of 
optic neuritis; and tumors. 


tAll fluids were examined with the same technic in the Spinal-Fluid 
Laboratory of the Massachusetts General Hospital. 
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RETROBULBAR OPTIC NEURITIS 


The retrobulbar cases are further divided into 
acute and chronic, depending on the speed of on- 
set. This group was characterized by a rapid loss 
of vision within a few hours or days in acute cases, 
and gradual loss of vision in a month or more in 
the chronic cases. There was usually tenderness 
of the eyeballs, either choked, pallid or normal 
optic disks, and visual fields with central scotomas. 
There were 40 cases of acute retrobulbar neuritis, 
with an average age of thirty-three, 85 per cent 
being under forty. Loss of vision rap- 
idly over a period of a few hours or days. Sixty 
per cent of the patients complained of painful eyes 
or pain on motion of the eyeballs. The optic disks 
showed hyperemia or slight choking in 48 per cent, 
and in the other cases were negative or slightly 
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multiple sclerosis before, coincident with or after 
their visual disturbances. If, however, only the 
18 cases are considered which were followed for 
more than three years, the incidence rises to 50 
per cent. The follow-up, however, was not suffi- 
cient to rule out multiple sclerosis in the cases 
of unknown etiology. Seven out of the 9 cases 
with multiple sclerosis were unilateral, and 5 of 
these had strong first-zone gold-sol curves. Of 
the 9 cases associated with multiple sclerosis, in 
3 the retrobulbar optic neuritis occurred two, six 
and fourteen years after the first symptoms; in 
3 the retrobulbar neuritis preceded the multiple 
sclerosis by four, three and one years, and in 
3 the retrobulbar neuritis and other symptoms were 
noted coincidentally. 


We conclude, therefore, from our examination 


Table 1. Ssmmary of Data in 120 Patients with a Chief Complaint of Loss of Vision. 


ACUTE RETROPULBAR 


D1acGnoses 


CHRONIC RETROBULBAR 


Data OPTIC NEURITIS OPTIC NEURITIS AMBLYOPIA" TUMORS 
(40 cases) (39 cases) (30 cases) (11 cases) 
AGB cc ccccccccsevccccossecce Avg. 33; 85% under 40 Avg. 39; 62% over 40 Avg. 52; 54% over 50 Range 24 to 59 
Clinical findings: 
Tender eyeballs .......... 60% 22% None None 
Optic disks ..........+.+- 48% choked 21% choked 100% negative or slightly 1 choked 
12% pale 72% pale pale 7 pale 
40% negative 7% negative 3 negative 


Central scotoma 


60 to 309 mm. 


Central scotoma 


Central or cecocentral 8 central scotoma 
scotoma 3 probable scotoma 


Saeswasees 80 to 200 mm. 80 to 210 mm. 110 to 420 mm. 
nebsewscoesnedansess 95% normal (0 to 34 100° normal 70% normal (0 to 13 10 normal (0 to 50 
lymphocytes) lymphocytes) lymphox ytes) 
Total protein ..........++ Avg. 34 mg. (19 to 49 Avg. 35 mg. (15 to 49 Avg. 33 mg. (20 to 70 Avg. 101 mg. (56 to 174 
mg.) mg.) mg.) mg.) 
Gold-sol curve ........+.- positive negative 100% negative 1 positive 
88°% better 100% unimproved 40% better All gradually or rapidly 


18% recurrence 


grew worse until time 
of operation 


pale. Central scotomas were of varying character 
and degree. The visual acuity varied from 20/30 
to complete loss of light perception. In 75 per 
cent of the patients only one eye was involved. 
Although 88 per cent recovered from the acute at- 
tack, 18 per cent had recurrences in the same or 
the opposite eye. 

The cerebrospinal fluid initial pressure was nor- 
mal, or in a few cases increased. The cellular 
content was normal in 95 per cent, there being 
only 2 cases with 19 and 34 lymphocytes per cubic 
- millimeter respectively. The total protein was also 
normal, averaging 34 mg. per cent and varying 
from 19 to 49 mg. per cent. Twenty-eight per 
cent of the 40 cases had an abnormal gold-sol 
curve, that is with 3’s or 4’s or 5’s in the first zone 
or rarely in the mid-zone. 


Twenty-seven per cent of these patients had 


of 40 cases of acute retrobulbar neuritis that the 
cerebrospinal fluid is normal except in cases caused 
by multiple sclerosis. In these, which form 25 
to 50 per cent of the group, the gold-sol curve may 
show a strong first-zone reaction. 

Thirty-nine cases were classified as chronic retro- 
bulbar optic neuritis. The onset of the visual 
disturbance in these patients was slow, and grad- 
ually progressive over a period of months rather 
than weeks. The average age was somewhat higher 
than in the acute cases, being thirty-nine, with 
62 per cent over forty. Both eyes were affected 
slightly more frequently (54 per cent) than one 
alone, and the eyeballs were tender and painful in 
only 22 per cent. Pallor of the optic disks was 
usually observed (72 per cent), but they were 
hyperemic in 21 per cent and normal in 7 per 
cent. The characteristic field was a central scotoma, 
and the visual impairment showed progression to 
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nearly complete blindness. Lumbar punctures re- 
vealed no abnormality in initial pressure, cellular 
content, total protein or gold-sol curve. The total 
protein averaged 35 mg. per cent, and upper and 
lower limits were 49 and 15 mg. per cent. 

The etiology was unknown in 85 per cent of 
the cases and proved to be multiple sclerosis in 15 
per cent. Because of uncertainty in diagnosis 
there were 2 exploratory operations among this 
number, both revealing no gross lesions of the 
optic nerves, chiasm or sheaths. Although no 
pathologic material is available the presence of 
tumors in this group is unlikely in view of the 
long time (three to twenty years) most of these 
cases were followed without roentgenologic 
changes or the development of other symptoms 
or signs. The course in this group is significant, 
for in no case was there any improvement in 
vision in spite of various treatments, including 
general hygienic measures, spinal-fluid drainage, 
search for and, if present, eradication of foci of 
infection, and fever therapy with typhoid vaccine. 
It is probable that a certain number of these cases 
might be classified as Leber’s disease, but because 
of no definite hereditary background they were 
not so diagnosed. The cerebrospinal fluid has 
been reported as normal in this condition, and 
one expects a normal fluid in chronic retrobulbar 
neuritis also, as concluded from our series. 


“TOXIC AMBLYOPTIA” 


“Toxic amblyopia” was diagnosed in 30 cases, 
the average age being fifty-two, a distinctly older 
age incidence. The course was one of slow pro- 
gressive loss of vision in both eyes, although not 
necessarily equally. There was one exception, a 
case of acute lead intoxication in which the onset 
was abrupt within twenty-four hours. The eye- 
balls were in no case tender, and the optic disks 
were either normal or slightly pale. The diag- 
nosis was made from visual-field examination, the 
characteristic field being a cecocentral scotoma, 
particularly for red and green, although in some 
cases it was made from a history of over indul- 
gence in alcohol and tobacco and the presence of 
a central scotoma similar to retrobulbar neuritis. 
Most of the cases were diagnosed in the Massa- 
chusetts Eye and Ear Infirmary on these charac- 
teristic clinical findings, before there developed 
more recent knowledge concerning the role of 
avitaminosis. The term “toxic” is therefore some- 
what misleading, although there is still no general 
agreement as to the role of possible toxic agents, 
particularly tobacco and alcohol. Forty per cent 
of these patients improved after reducing or stop- 
ping the use of tobacco or alcohol. 

Cerebrospinal fluid examinations showed in- 
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itial pressures which were usually normal (80 
to 210 mm. of water). In general there was no 
pleocytosis, although 1 case showed 13 lympho- 
cytes. The total protein averaged 33 mg. per 
cent, being distinctly abnormal in only 2 cases, 
the highest being 70 mg. per cent. No explanation 
is apparent for the abnormality in these 2 cases, 
as they clinically resembled the others. The gold- 
sol curve was negative in all cases. In summary, 
then, a normal cerebrospinal fluid was found in 
over 9) per cent of patients with “toxic amblyopia.” 


OTHER TYPES OF OPTIC NEURITIS 


This group includes those cases which showed 
a diminution of vision, papillitis and a constricted 
field of vision. The classification is purely arbi- 
trary, for it is well realized that the term “optic 
neuritis” is so widely used, to include almost any 
affection of the optic nerve, that it must be defined 
in each separate usage. It is possible that in these 
cases inasmuch as there was loss of vision there 
actually were relative central scotomas, although 
not demonstrated, and the relation between these 
cases and retrobulbar neuritis is certainly close. 
They are separated only because the fields of 
vision differed from the others and loss of visual 
acuity was less marked than in the typical case 
of retrobulbar neuritis. The 5 cases included in 
this study were between the ages of four and forty- 
six. There was tenderness of the eyeball in only 
1 case. As already mentioned, there was slight 
choking of the optic disks and peripheral con- 
striction of the visual fields, and half had uni- 
lateral involvement only. Lumbar punctures 
showed normal initial pressures, 0 to 10 lympho- 
cytes, normal total protein and negative gold-sol 
curves. All cases were of fairly rapid onset dur- 
ing the course of a few days, and normal vision 
was regained. In 2 cases there occurred a pansinu- 
sitis coincidentally, and in another, hay fever. One 
patient had a definite lead intoxication which 
seemed of etiologic significance. 

Six other cases are of interest because of optic 
neuritis, although it was not the chief complaint. 
Three patients had transverse spinal cord lesions 
and retrobulbar neuritis, which was thought to be 
on an unclassified infectious basis but fitted into 
the clinical syndrome of neuromyelitis optica. The 
other 3 were cases of blindness with central sco- 
tomas and multiple peripheral neuritis. An au- 
topsy of one of the latter cases revealed extensive 
periarteritis. In the 3 cases of neuromyelitis optica 
and the 2 of multiple peripheral neuritis with 
optic neuritis there was definite abnormality of 
the cerebrospinal fluid, with 10 to 30 lymphocytes 
and a total protein as high as 585 mg. per cent. 
In the case of periarteritis the fluid was normal. 


TUMORS 


There were 11 patients studied who came to the 
hospital primarily for loss of vision without other 
appreciable symptoms, and who were found to 
have tumors pressing on the optic nerves, chiasm 
or tracts, at operation or autopsy. These cases are 
of particular interest because at first the diagnosis 
of retrobulbar neuritis or “toxic amblyopia” was 
made. In 8 of these definite central scotomas were 
found, and in 3 the loss of vision was so extensive 
that accurate determinations of visual fields were 
impossible. The optic disks were atrophied in 7 
cases, choking in 1, and normal in 3. In no case 
were the eyeballs tender or painful on motion. 
The visual loss was bilateral in 9 patients. Stereo- 
scopic x-ray examination of the skull without air 
injection suggested tumor in the region of the 
sella turcica in 5 cases and was negative in 6. 

Examination of the cerebrospinal fluid by lum- 
bar puncture revealed initial pressures which were 
normal in 7 cases and slightly elevated, about 
200 mm. of water, in 4. The cellular content was 
normal in all but 1, which showed 50 lympho- 
cytes. The total protein averaged 101 mg. per 
cent, being abnormally high (greater than 50 mg. 
per cent) in all cases. Two gold-sol curves had 
mild mid-zone reactions; the others were nega- 
tive. This fluid abnormality of elevated protein 
content was of clinical value for correct diag- 
nosis and operation, except in 1 case of aneurysm 
in which the diagnosis was not made until post- 
mortem examination. The pathological reports 
in these 11 cases were: 3 pituitary tumors, 7 
meningiomas and 1 aneurysm of the circle of 
Willis; all these caused pressure on the optic 
nerves. 

For comparison 11 cases are included which 
had similar histories with complaints of visual 
loss only. On first examination the diagnosis of 
retrobulbar neuritis was entertained, but on visual- 
field determination a bi-temporal or homonymous 
hemianopsia was discovered which was sufficient 
to localize the lesion in the optic chiasm and to 
suggest tumor. In 8 cases with bi-temporal field 
defects the optic disks were normal in 5 and 
atrophied in 3, while in 1 there was atrophy of 
one eye and choking of the other. Three cases 
with homonymous hemianopsia had primary optic 
atrophy. X-rays of the skull were negative in 4 
cases and showed evidence for tumor in the pi- 
tuitary region in 7. 

The initial spinal fluid pressure was normal in 
10 cases and elevated in 1. Cell counts were nor- 
mal in all except 1, which had 21 lymphocytes. 
The gold-sol curves were also negative. The total 
protein averaged 60 mg. per cent but was normal 
in 4 cases. The pathological findings upon oper- 
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ation or at autopsy included 
tary tumor, craniopharyngi 
pressing on the optic chiasm. 
The conclusion is made from the 22 tumor cases 
that the cerebrospinal-fluid pressure, cellular con- 
tent and gold-sol curve may all frequently be 
within normal limits, but the total protein is 
usually increased two to five times normal when 
there is present a central scotoma from pressure of 
tumors or aneurysms on the optic nerves or chiasm. 


meningioma, pitui- 
and aneurysm, all 


The literature on retrobulbar neuritis was sum- 
marized by Dunphy’ in 1930, and very little of 
importance has been added since then. The rela- 
tion between multiple sclerosis and retrobulbar 
neuritis has been well recognized. There are 
available no long series of cases of statistical value, 
but authors agree fairly closely. When the cases 
of Adie*® and Popek® and those reviewed by 
Dunphy*® are combined, we find 402 cases of re- 
trobulbar neuritis, 160 (40 per cent) having mul- 
tiple sclerosis. 

Several papers have been written on the relation 
of sinus infection to retrobulbar optic neuritis,"° 
but in recent years this etiology has been belittled; 
in the present series, sinus infection was sought in 
each case but was found in only 1. There remain 
about half the cases in which no satisfactory etio- 
logic agent could be determined. Clinically the 
important point in diagnosis is the mode of onset 
and course of the disease. The acute cases nearly 
all improve spontaneously, and do so before the 
diagnosis of tumor need be seriously entertained. 
They occur in a young age group, and are largely 
unilateral and associated with tender, painful eye- 
balls. The cases of chronic retrobulbar neuritis 
offer a difficulty in differentiation from tumor, 
since their courses are not dissimilar and the prog- 
nosis for spontaneous recovery is poor. It is in 
this group particularly that spinal-fluid examina- 
tion may be of great value in leading one to the 
correct diagnosis. 

The etiology of “toxic amblyopia” is beyond the 
scope of this paper. Clinically the diagnosis is 
not usually difficult. It occurs in a distinctly older 
age group, characteristic field defects are present, 
and in general the cerebrospinal fluid is normal, 
although there may be some abnormality. Car- 
roll* in 1935 reported 10 cases with cerebrospinal- 
fluid examinations: 9 had normal cell counts; in 
6 the total protein was greater than 40 mg. per 
cent and in 2 greater than 60 mg. In 90 per cent 
of the cases in the present series, however, the 
fluid was normal, and clinically an increased total 
protein was found of distinct value in changing 
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the diagnosis from “toxic amblyopia” to tumor 
and in subsequent operative improvement. 

The small group of cases classified as optic neu- 
ritis offered little difficulty in differentiation from 
tumor, as the course was benign with fairly rapid 
recovery, and other etiologic factors were usually 
apparent. Normal pressures help to differentiate 
the disease and papilledema. 

The cases with tumor are of particular interest 
because of the importance of making the diag- 
nosis so that sight might be saved. Bi-temporal or 
homonymous field defects were of the utmost diag- 
nostic value, and led one to suspect tumor; very 
often x-ray changes bore out this assumption. 
There are a certain number of cases in which the 
fields may be similar to those of retrobulbar neuritis 
of other origin, as noted by Kennedy,’ and it is 
in these cases in particular that the spinal-fluid 
protein may be of differential significance. No 
conclusions can be drawn as to why some tumors 
produce central scotoma others temporal or 
homonymous field defects, as the anatomical de- 
scriptions are not minute enough. It can be seen, 
however, that pituitary tumors, meningiomas and 
aneurysms can all produce a central scotoma, and 
the presence of this defect does not therefore help 
in pathological differentiation. 

Chiasmal arachnoiditis has been mentioned in 
the literature by several authors as a cause of 
blindness, and is said to produce various defects 
in the visual fields. In particular, Craig and Lil- 
lie’ cited 8 cases, 3 of them with necropsy reports 
which showed generalized inflammatory reactions 
of the meninges. Clinically they were associated 
with infection such as encephalitis or trauma. As 
indicated, 3 patients died after operation, and the 
others were not helped by the procedure. Usually 
the diagnosis of arachnoiditis has been made on a 
basis of a negative operation or the finding of thick- 
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ened chiasmal arachnoid, and in these cases the 
results have been more favorable.* In no case in 


this series has a diagnosis of chiasmatic arach- 
noiditis been confirmed. 


SUMMARY AND CONCLUSIONS 

The cerebrospinal-fluid findings in 120 cases of 
acute and chronic retrobulbar neuritis, “toxic am- 
blyopia” and tumors producing central scotomas 
are reported. 

In acute retrobulbar neuritis without demonstra- 
ble cause the spinal fluid was normal except in 
older cases associated with known multiple sclero- 
sis (25 to 50 per cent). In these there were a few 
lymphocytes, a high normal total protein and a 
strong first-zone gold-sol reaction. 

The spinal fluid was normal in so-called chronic 
retrobulbar neuritis and probable “toxic am- 
blyopia” in 95 per cent of the cases. 

In 11 patients with tumor or aneurysms pro- 
ducing central scotomas the spinal-fluid protein 
was increased two to five times the normal amount. 
This fluid abnormality was a valuable diagnostic 
point in differentiating tumor and the other 
causes of central scotomas. 

74 Fenwood Road. 
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REGIONAL ENTERITIS 
A Study of Five Cases 
Wituam A. R. Cuapin, M.D.* 


SPRINGFIELD 


N 1932 Crohn and his associates’ described re- 

gional enteritis and its treatment. Since that 
time over thirty articles have appeared in the 
American literature dealing with this condition. 
It was originally described as terminal ileitis,’ 
later as regional ileitist and regional enteritis,’ and 
more recently as segmental enteritis,’” the termi- 
nology having been changed with increasing 
knowledge of the disease. 

In the first described cases only the terminal 
ileum was involved. Later the disease was ob- 
served more proximally in the small intestine ex- 
tending up to the jejunum,’ and it has been found 
in the stomach” and large bowel.*:'* It was orig- 
inally thought to be a condition confined to young 
adults, but the incidence is now known to be 
much broader, with an average age of thirty-two. 
More men than women are affected. 

The etiology of the disease is generally admit- 
ted to be unknown.’ Half Crohn’s patients had 
had appendectomy. In discussing Crohn’s* paper 
Felsen quoted several cases of his own which he 
believed to be due to bacillary dysentery. But 
Crohn in reply stated that in his series of 60 cases 
only 1 had a positive agglutination test for dysen- 
tery, and that when many cases of dysentery were 
in the hospital there were no patients with re- 
gional ileitis. Paulson,’* on the other hand, 
agrees with Felsen as to the bacillary origin of 
the condition. 

In the American literature the majority of cases 
of regional ileitis seem to be in the Jewish race, 
and it is noteworthy that persons of Irish descent 
or those with old American names are scarcely 
ever affected with the disease. Inasmuch as 70 
per cent of the population of New England have 
so-called Irish or Yankee names, it would be ex- 
pected that some such proportion of cases with 
this condition would bear such names were there 
no racial predilection. This is, however, not so 
in the 5 cases reported in this paper. In this re- 
gard, Dr. Crohn’ writes: 


Your question as to a racial tendency in regional en- 
teritis is one which has repeatedly been asked of me. 
I doubt very much that enteritis is in any way a ra- 
cial or geographic problem. The world literature on 
ileitis now covers almost all countries. England seems 
to be having a great number of cases, particularly 
Scotland. Holland also seems to have a large number 


*Assistant visiting surgeon, Springfield Hospital. 


of cases due to the fact that Snapper and his clinic are 

very alert on the subject. ... 

Jews are clannish people and have a tendency to con- 
gregate. Both my practice and the patients in the 
hospital are predominatingly Jewish, and therefore most 

our cases are of Jewish extraction. Lewisohn,'* 
of New York City, does not believe we are dealing 
with a racial disease. Two of Probstein’s'* 3 patients 
were Jewish. 
Homans’ reported 2 cases which occurred in 
Jewish patients, and he’® writes that he thinks 
that in Boston he has seen no one suffering from 
this disease who was not a Jew. Clute’ did not 
stress the racial strain of his 2 cases. He* writes 
that he has recently operated on another case in 
an Italian woman. Mixter and Starr’ reported 
that 17 of the 20 patients observed at the Beth 
Israel Hospital, Boston, were Jewish. Dr. Mixter™ 
writes: “In a survey of the literature of the sub- 
ject it seems to be generally accepted that there 
is a marked preponderance of regional enteritis 
occurring among Jews. We have had no out- 
standing number of Irish.” Of the 5 cases re- 
ported in this paper, 3 patients were of Polish, 
Italian or French extraction. 

Bearing in mind that although thromboangiitis 
obliterans has now been shown not to be a race- 
linked disease, there is certainly something to ar- 
rest one’s attention in the apparent racial distribu- 
tion of the disease under consideration. 

The symptomatology of the disease is most 
varied, and may be atypical in any particular case. 
In general the cardinal symptoms and signs are: 
pain in the right lower quadrant, often colicky, 
fever, loss of weight, leukocytosis, marked anemia 
and a palpable mass in the abdomen. Any of 
these may be lacking. Crohn® speaks of four dis- 
tinct clinical groups: first, those associated with 
peritoneal inflammation in a localized portion of 
the abdominal cavity; secondly, those simulating 
ulcerative colitis or enteritis; thirdly, those with 
obstructive symptoms; and fourthly, those attended 
by the formation of fistulas. Pessagno’® has pre- 
sented a case in which all these phases existed. 

Not uncommonly the disease simulates acute 
appendicitis." Undoubtedly it has been overlooked 
in many cases in which a normal appendix has 
been removed through a small appendectomy 
wound, and in the absence of a pathological ex- 
amination it is quite probable that many “tumors” 
actually due to regional enteritis have been removed 
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and an operative diagnosis of cancer made. In 
recent years the barium enema and barium meal, 
which in regional ileitis demonstrate a thin, string- 
like shadow, have been of great service in the clini- 
cal diagnosis of the condition. 

The nature of the pathologic lesion is in doubt. 
It is more than probable that the condition has 
at its basis several histologic pictures. Crohn and 
his associates’ believed that it was characterized 
by a subacute or chronic necrotizing and cicatriz- 
ing inflammation, the ulceration being subordinate 
to the connective tissue reaction and in the walls 
of the intestine leading to stenosis or more rarely 


Figure 1. 

There is a small depression in the region of the 
itleocecal valve. The terminal loops of ileum have filled 
iregularly, and the most terminal portion has not 
retained the barium, 


to multiple fistulas. In gross, these observers de- 
scribed the disease as resembling tuberculosis, and 
they were of the opinion that the giant cells seen 
ON microscopic sections were not diagnostic, but 
rather were due to vegetable matter caught in the 
ulcerated areas. 

Homans” described lesions simulating Boeck’'s 
sarcoid rather than tuberculosis; he believed that 
the giant cells were produced in reaction to a 
foreign body, perhaps a lipoid. Clute? pointed 
out that regional enteritis involved the mesentery 
as well as the wall of the bowel, and was of the 
opinion that the condition might start in the local 
lymph nodes. Lewisohn’* in 1938 predicted that 
regional enteritis might turn out to be only a mani- 
festation of ulcerative colitis, and stressed the 
importance of recognizing that segments of the in- 
testine which are separated by healthy tissue are 
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frequently involved. Crohn® had previously de- 
clared that “skip areas” of this disease must be 
constantly watched for. Phillips'’ in 1934 reported 
in some detail the microscopic appearance of the 
lesion. 

In Crohn's’ first article he recommended exci- 
sion of the diseased areas. Since then, however, 
some observers have reported favorable results and 
apparent cures from sidetracking operations, but 
since the disease was recognized as an entity only 
six years ago it is too early to appraise ultimate 
results. Other surgeons believe that short-circuiting 
should be done merely as a preparation for subse- 
quent reaction. Even so, operative interference is 
not unattended by risk, for sinus formation may 
occur, and every hollow organ of the lower abdo- 
men except the urinary bladder has been reported 
as having had a sinus connection with the original 
lesion. These fistulas may be cured by appropri- 
ate resection. Homans and Hass,’ while recom- 
mending anastomosis and subsequent resection, de- 
clare that operation is by no means a certain cure 
and that there may be spontaneous recovery. 


CASE REPORTS 


Case 1 (S. H. 128,926). H. J. P., a 53-year-old sales- 
man, was admitted to the Springfield Hospital May 11, 
1937, with irregular dietary habits and a colicky pain in 
his abdomen. He did not take alcohol. During the 
previous year he had noticed intermittent spasms of pain 
in the abdomen, at times localized in the right side, and 
accompanied by difficulty in bowel movements, but no 
bleeding. He had lost 30 pounds in weight during the 
year. The past history was non-contributory. 

Physical examination showed a worried and somewhat 
emaciated man whose general appearance indicated an 
acute surgical condition in the abdomen. A_ barium 
enema given on the Ist hospital day showed an apparent- 
ly complete obstruction about 5 cm. above the ileocecal 
valve. Under the fluoroscope the same defect was dem- 
onstrated, and the x-ray report was as follows: “The 
enema passed rapidly to the region of the cecum, with all 
parts movable. This has the appearance of a new 
growth.” 

Laboratory studies revealed a normal urine, a hemo- 
globin of 95 per cent and a red-cell count of 4,900,000, 
The white-cell count was 10,700, with 76 per cent poly- 
morphonuclears, 11 per cent lymphocytes, 2 per cent 
eosinophils and 1 per cent myelocytes. Slight achromia 
was present, and the platelets were normal. The blood 
pressure was 154/76; the heart was slightly irregular, 
both in rate and rhythm. The lungs were clear and 
resonant, the extremities were normal, and the abdomen 
was normal except for some tenderness in the right lower 
quadrant. 

With a preoperative diagnosis of malignancy of the 
bowel, operation was performed on May 13. with 
nitrous oxide, oxygen and ether anesthesia, under which 
the patient did poorly. A right rectus incision was used. 
A thickened, constricted tumor involving the cecum and 
adjacent small and large bowel was found. Palpation of 
the liver and mesentery showed no enlarged lymph nodes. 
About 30 cm. proximal to the cecum, the ileum was 
brought up through a midline incision, an ileostomy tube 
sewed in, and the peritoneum sewed only underneath the 
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intestine. The original wound was closed in layers. The 
next day the patient developed bronchopneumonia. 

On May 27, under avertin, nitrous oxide, oxygen and 
ether anesthesia, a Mikulicz colostomy with resection of the 
tumor was accomplished. The pathological report was 
as follows: 

The capillaries of the mucosa are distended with red 
blood cells, and in the stroma are found a few poly- 
morphonuclear leukocytes, eosinophils and plasma 
cells. The blood vessels in the submucosa are dilated 
and filled with red blood cells and the tissue in this 


cytes, polymorphonuclear leukocytes and eosinophils 
in this edematous tissue. In the muscularis and in- 
volving the submucosa are numerous necrotic areas 
showing giant-cell formation, with infiltration of a 
large number of polymorphonuclear leukocytes and 
plasma cells. This necrosis is not cascous in type. In 
some of these areas fibroblastic regeneration is marked, 
causing disappearance of muscle fibers. Connective tis- 
sue scarring is a prominent feature. Diagnosis: regional 
There was another stormy convalescence. The wound 
edges were very much inflamed and had a digested ap- 
pearance. The bowel movements were loose, and the skin 
edges were treated with zinc oxide. Following a low- 
residue diet the movements improved and the wound 
edges became less inflamed. Shortly the patient was up 
in a wheel chair and took care of the draining colostomy 


himself. 

On August 6 the colostomy was closed and the patient 
developed a postoperative atelectasis from which he re- 
covered in 3 days, during which time an oxygen tent was 
used. The wound improved and gradually healed and 
the patient was up and about. On August 24 he was 
discharged to his home with the colostomy wound closed 
and healed, but with the ileostomy wound still open. On 
September 22 he returned to the hospital and the ileostomy 
wound was closed. One Penrose drain was left in, reach- 
ing to the fascia. The patient was discharged October 6. 
Since then he has gained 20 pounds, feels perfectly well 
and has a clinically sound intestinal tract. 


Comment. This case was at first wrongly diagnosed. 
The barium enema was of no help toward a correct 
pathological diagnosis, and a barium meal would have 
given him complete obstruction. He had neither a high 
white-cell nor a low red-cell count. He had no blood in 
his stools. A Mikulicz operation at first would probably 
have been fatal. This case demonstrates the necessity 
of being ready to do a lot or a little, depending on what 
is found and the patient's condition on the table. The 
ileostomy saved a life and in no way interfered with later 
treatment. Until the pathologist made his report, the 
tumor was thought to be malignant. Without this report 
and our present-day knowledge, it might have been re- 
garded as a cancer. 


Case 2 (S. H. 131,085). F. F., a 54-year-old woman, 
was admitted to the hospital September 30, 1937. Her 
chief complaint was constipation with intermittent pain 
in her abdomen. For the past several years she had had 
to take laxatives daily. She had had intermittent black 
stools and occasional vomiting. The abdominal distress 
had recently become more persistent. Her appetite was 
poor and she had lost weight. 

The physical examination was negative except for the 
gastrointestinal tract. The abdomen was generally tender, 
with a feeling of fullness and a possible mass on the right 
ide. On the day of entrance the red-cell count was 
4,800,000, the hemoglobin 95 per cent and the white-cell 
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count 17,000. The following day, with a diagnosis of in- 
testinal obstruction, the abdomen was under drop 
ether anesthesia. A tumor was found that involved the 
cecum and ascending colon and almost completely ob- 
structed its foramen. A right colectomy was done by the 
Mikulicz method, staggering the ileum along the colon. 
A rubber tube was tied into the open end of the ileum, 
a Page clamp was left on the colon and the abdomen 
was closed in layers around the protruding ileum and 
colon. An extensive involvement of the mesenteric lymph 
nodes was observed, but no nodules could be felt in the 
liver. The pathological report was as follows: 


The section consists of the cecum, appendix, 6 cm. of 
terminal ileum and 10 cm. of ascending colon. In the 
cecum is an ulcerated area, 4 cm. in diameter, with 
slightly raised, firm edges. The crater of this ulcera- 
tion is dark red and smooth. There is considerable 
— of the ileocecal valve. Diagnosis: regional 
On October 13 the red-cell count was 4,170,000, with a 

in of 80 per cent. On October 27 the patient 
was discharged to her home, but returned on November 3 
for the closure of her colostomy stoma. On November 4 
the red-cell count was 3,980,000, the white-cell count 


cell count of 3,650,000. On December 10 the patient was 
transfused with 420 cc. of whole blood, and 7 days later 
was discharged from the hospital. Since that time she 
has been clinically well. 

Comment. This case illustrates how easily regional 
ileitis may be mistaken for malignancy with partial ob- 
struction. In this case the white-cell count was raised 
but the red-cell count was normal, a condition not ac- 
counted for by dehydration. On completion of the op- 
eration, it was believed that an obstructing malignancy 
bad been removed. 


Case 3 (S. H. 123,951). A. T., a 40-year-old Frenchman, 
was first seen in April, 1936, with precordial pain. His 
blood pressure was 180/120. He gave a history of epigas- 
tric pain about half an hour after meals. He said that 


the Springfield Hospital on June 10, giving a history of a 
gradual onset of general inal cramps and diarrhea 
with remissions of a week or less, similar symptoms hav- 
ing been noted 8 or 10 months previously. He said he 
had lost 22 pounds in the last 3 months. The blood pres- 
sure was 175/120, the heart and lungs were essentially 
normal; the abdomen was normal except for a mass re- 
sembling feces just to the right of the umbilicus. The 
red-cell count was 4,050,000, the hemoglobin 70 per cent 
and the white-cell count 37,000. The urine was negative. 
The ‘Cael gave the impression of cancer of the lower 
bowel. 

Having developed a slight cold, the patient was sent 
home to recover from it. He returned on June 14. With 
a diagnosis of carcinoma he was operated on June 16 and 
a regional ileitis was found involving the terminal 25 cm. 
of the ileum, the cecum and all the ascending colon. A 
Mikulicz resection of the ileum, cecum, ascending colon 
and hepatic flexure was done. The pathological report 
was regional ileitiss The ileum and transverse colon 
were approximated and a Mixter glass tube was stitched 
into the open end of the ileum. A clamp was left on the 
colon. The wound was then closed in layers. 

On July 2 the redundant colonic spur was amputated 
by diathermy. On July 23 the colostomy opening was 


area shows some edema. There are numerous lympho- a 
12,400 and the hemoglobin 80 per cent. On November 21 

a blood examination showed 6400 leukocytes and a red- 

as a young man he had had a rash, and later had received 

three or four doses of arsphenamine. He denied ever 

having had a positive Wassermann. He was admitted to 
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freed and the mucosa, muscle and fascia were coapted in 
layers. Two rubber-tissue drains were inserted down to 
the fascia and the skin sutured with silkworm gut. The 
patient was discharged clinically well on August 12 but 
died 6 months later from coronary thrombosis. 


Comment. The previous story of abdominal cramps and 
some diarrhea seemed to justify a preoperative diagno- 
sis of cancer of the lower bowel. In this, as in the two 
preceding cases, there was no blood in the stools, the red- 
cell count and hemoglobin were a little low and the 
white-cell count quite high, as one would expect with 
an ulcerated carcinoma. 

At operation, the extent of the condition brought to 
light the true diagnosis, which was later confirmed by the 
pathologist. 

Case 4 (S. H. 127,341). A. F., a 22-year-old Pole, was 
examined January 20, et and the case was dia 
as recurrent appendicitis. The day before he had begun 
to have pain in the right lower quadrant and vomited a 
small amount. He had no headache, no diarrhea, felt a 
tender mass in his right lower quadrant and gave a his- 
tory of four or five previous similar attacks which lasted 
for 4 or 5 days. The history was otherwise negative. 

Physical examination revealed a fairly well-developed, 
rather onal nourished young man lying quietly in bed 
but co-operatively alert. The blood pressure was 120/80, 
with otherwise negative findings except tenderness in the 
right lower quadrant. The red-cell count was 4,450,000, 
the hemoglobin 85 per cent and the white-cell count 18,400. 
The urine was negative. 

He was admitted to the hospital, and at operation a 
markedly inflamed terminal ileum with the distal por- 
tion of the appendix adherent to the ileum was found. A 
mass the size of a large English walnut was felt in the 
omentum, attached to the cecum about 8 cm. above the 
appendix. An appendectomy was done and the mass 
was freed from the cecum and removed. The area was 
repaired and the wound was closed without drainage. 
The pathological report was as follows: 

The appendix measures 6 cm. in length. The tip is 
bulbous and 1 cm. in diameter. Microscopical examina- 
tion shows acute, subacute and chronic inflammation. 
A piece of omentum contains a firm, but elastic, mass 
of tissue, measuring 2 cm. in diameter, whose cut sur- 
face is yellowish gray and granular, showing some 
necrosis in the center. The omentum shows marked 
fibroblastic proliferation, young capillaries and marked 
infiltration with lymphocytes, plasma cells and eosino- 
phils. Many giant cells are present. There is no evi- 
dence caseation or necrosis. : regional 
ileitis. 


Shortly after from the hospital the patient 

developed malole fistulas in the wound. Six months 
later a resection of the distal end of the ileum, cecum and 
ascending colon was done at a Boston hospital. Since 
then he felt perfectly well. 


Comment. This case was diagnosed as recurrent ap- 
pendicitis, which in the light of the history and physical 
findings seemed justified. A white-cell count of 18,000 
and a red-cell count of 4,450,000 were compatible with 
a diagnosis of acute appendicitis. The formation of mul- 
tiple fistulas as illustrated in this case is apparently a com- 
mon complication. 

Case 5 (S. H. 122,990). L. S., a 53-year-old Italian, was 
operated on for a retrocecal appendix on February 5, 1936. 
Operation revealed a hard, irregular mass involving the 
mesentery and mesoappendix. The latter was bound 
down to the mass. The red-cell count was 4,600,000, the 
hemoglobin 80 per cent and the white-cell count 9500. The 
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patient was discharged with a ge of chronic ap- 
pendicitis and terminal ileitis. The pathological report 
on the appendix was as follows: 

In the stroma of the mucosa there are numerous 
eosinophils and an occasional plasma cell. In the sub- 
mucosa there is some lymphocytic infiltration, and an 
occasional plasma cell and eosinophil are seen. In the 
muscularis there is an area showing giant-cell forma- 
tion. Around these giant cells there are numerous 
polymorphonuclear cells, a few lymphocytes and a 
scattering of eosinophils. Fibroblastic reaction is ac- 
tive, and there are numerous newly formed capillaries. 
This fibroblastic reaction extends into and to some de- 
gree distorts the muscular coats. The blood vessels 
just under the serosa are dilated and filled with red 
blood cells. This area just under the serosa shows 
perivascular infiltration of lymphocytes. A collection 
of lymphocytes with occasional pol 


enteritis. 

This patient has not been located since he was dis- 
charged from the hospital. 

SUMMARY AND CONCLUSIONS 

A series of 5 cases of regional enteritis are re 
ported. From a study of the literature and of 
these cases, it is clear that many of the classic 
symptoms of the disease may be absent in a given 
case. Furthermore, there is a tendency for those 
in the younger age group to develop small-bowcl 
lesions, whereas those in the older age group 
have large-bowel disease. In view of the varying 
conditions found at operation, no standard oper- 
ative technic can be recommended. In the ma- 
jority of cases the ultimate diagnosis rests on the 
pathologist. 

From the literature and my own experience it 
seems that the longer a family has been in the 
United States the less liable its members are to 
have this condition, and one gathers the impres- 
sion that the Jewish race is most prone of all to 
suffer from it. 
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POLYPOSIS OF THE SMALL INTESTINE* 
A Report of Five Cases 
Euior A. Suaw, M.D.t 


PROVIDENCE, RHODE ISLAND 


INCE 1930 there has accumulated considerable 

information about tumors of the small intes- 
tine. Polyps may be defined as any type of 
benign tumor having a pedicle either short or 
long; they may be solitary or multiple. This dis- 
cussion, however, will be limited to polyps of 
the adenomatous type, in contradistinction to 
the polypoid tumor whose histologic structure 
classifies it as fibroma, fibromyoma, leiomyoma, 
hemangioma, lipoma, lymphoblastoma, cyst or in- 
flammatory tumor. 

Raiford,’ in a thorough study of tumors of the 
small intestine, found 88 in 11,000 autopsies and 
45,000 surgical specimens of cases treated in the 
Johns Hopkins Hospital; 50 were benign and 38 
malignant. Saint,” Cave* and Joyce* have each 
reported a small series of tumors of the small in- 
testine, including a few benign growths. Cooke,” 
in reporting 11 cases of carcinoid tumors of the 
small intestine, of which 3 had malignant lesions, 
defined two anatomic types — adenocarcinoma 
and carcinoid. The former he believes is com- 
moner, but both are rare. It is evident from the 
description of the lesions in his series that cer- 
tain of the benign tumors were polyps although 
termed carcinoid. 

Adenoma is the commonest of all the benign 
tumors found in the small intestine. An analysis 
of the cases collected by Raiford’ shows 15 ade- 
nomatous polyps, of which 4 underwent malig- 
nant degeneration. Such polyps constitute be- 
tween 16 and 23 per cent of all benign tumors of 
the small bowel. The entire literature yields only 
339 reliably reported cases, a figure arrived at by 
Raiford,’ Rowe and Neely.® 

In a study at the Rhode Island Hospital ex- 
tending from January, 1929, to July, 1938, among 
18,944 surgical specimens and 2795 postmortem 
examinations only 3 small-bowel lesions of this na- 
ture were found. Among the surgical specimens 1 
polypoid tumor of the jejunum with malignant 
degeneration was reported; and the autopsies dis- 
closed 1 case with a single polyp of the duodenum 
and 1 with polyposis of the entire gastrointestinal 
tract. We must conclude, therefore, that this is 
not a common pathologic entity. 


*Presented at the annual meeting of the New England Surgical Society, 
Boston, September 30, 1938. 


tSurgeon, Rhode Island Hospital, Providence, Rhode Island. 


Most writers agree that these tumors of the 
small intestine occur with greatest frequency in its 
lower segment. Their distribution is noted in 
Table 1. In our series 1 tumor had undergone 
malignant degeneration, a percentage comparable 
to the figures given by other investigators. 

Age is a variable factor, and while these tumors 
appear to occur and recur in younger individuals, 
no age group is immune. The adenomatous types 
may be congenital. The necessity for reoperation in 
2 cases of this series after the removal of a single 


Table 1. Distribution of Polypoid Tumors of the Small 


ntestine. 
AUTHORITIES 
Sire of Tumor RAIFORD' SAINT? THIS SERIES 
Duodenum ................... 4 1 0 
1 2 4 
15 13 6* 


*One case showed polyps in both the jejunum and ileum. 


benign polyp indicates either the re-formation of 
this type of tumor or failure to remove all polyps 
at the time of the original operation. Occurrence 
does not appear to favor either sex, nor does race 
seem to be a factor. 

The pathology is quite constant. Grossly the 
polyps vary in size from that of a marble to that 
of a plum and are very friable, differing little from 
other types. The mucous membrane is dark red 
and convoluted, and follows the general outline 
of the growth. The polyps present a mushroom- 
like appearance, and this fungating structure is also 
seen on section. The friable masses of glandular 
tissue projecting outward in finger-like processes 
at the periphery are lined with columnar epithe- 
lium and surround a central stalk-like portion of 
fibrous connective tissue coming directly from the 
intestinal wall. 

The outstanding clinical feature of polyposis of 
the small intestine is the production of an intus- 
suscepted mass. In Raiford’s’ series, this occurred 
in 23 per cent of the cases with benign tumors. 
In Joyce’s* cases the percentage of intussusception 
was 30, and it happened much more frequently in 
benign than in malignant growths. In our own 
group intussusception occurred in every case. The 
mass is usually in the left side of the abdomen, 


and is solid but doughy and freely movable. It 
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may be constant or inconstant in its presence, and 
despite its variability in size is always characterized 
by a feeling of elongation rather than of round- 
ness. Tenderness varies in degree but is always 
present. Distention is the third most constant 
sign, but is usually late in appearance and is di- 
rectly dependent on the degree of obstruction. 
Peristalsis can usually be seen, and the abdomen 
tends to remain soft in distinction to its rigidity 
in obstructions due to other types of lesions. The 
blood picture is not particularly characteristic. A 
low-grade anemia occurs in the chronic¢ cases. 
The white blood cells increase rapidly as the in- 
tussusception develops, the count rising to about 
20,000. Mi ic blood in the feces cannot be 
demonstrated until late in the disease. Shock is 
usually a late sign, and in this series was noted 
in only 1 case. X-ray findings are of very ques- 
tionable value in the diagnosis of polyposis, es- 
pecially after the clinical picture has developed to 
the point of obstruction from an intussusception. 
Prior to this, however, most writers agree that these 
tumors can be demonstrated roentgenologically 
by careful technic and interpretation. 

Symptomatically, polyposis in the small intestine 
is marked by a fairly consistent pattern. The pain 
is generalized in the upper abdomen without lo- 
calization. It is cramp-like and of variable dura- 
tion and intensity. Nausea and vomiting usually 
follow the onset of pain, increasing with the rapid- 
ity and completeness of the obstruction. In the 
cases with a history of long-standing vague ab- 
dominal symptoms, nausea and vomiting were not 
prominent until the intussusception had developed 
and had remained long enough to cause obstruc- 
tion. It is also to be noted that obstipation was 
a constant characteristic in our group and that 
no cases showed diarrhea. The chronicity of the 
symptoms was impressive; in 1 case they had been 
present for two weeks, and in another ten years. 

The treatment of benign polyps is early surgical 
removal. In considering the method by which this 
may be best accomplished we find the technical 
procedure influenced by the type of lesion and 
by the complications already developed before 

ation. The solitary polyp, which according to 
Raiford’ is the apex of the intussusception, is tele- 
scoped by traction into a lower portion of the 
bowel. He believes the mechanism of this type 
of intussusception is different from that in chil- 
dren where hypermotility, as well as irregular mo- 
tility, of the bowel is the causative factor. 

The simplest type of operation is excision of the 
polyp, after opening the bowel either in the long 
or transverse axis, and immediate closure. A pri- 
mary resection of the involved portion is indicated 
when there are multiple polyps or when the via- 
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bility of the bowel is questionable. In this event 
a proximal enterostomy may complete the opera- 
tion. In some cases, a two-stage operative proce- 
dure comprising a lateral anastomosis, to be fol- 
lowed by a second-stage removal of the growth- 
bearing loop, may be the method of choice. We 
believe that the latter is preferable to a primary 
resection and anastomosis. Lastly, rather than do 
a primary resection in those cases where the via- 
bility is questionable or when we desire to obviate 
the danger of absorption, we prefer to remove the 
mass from the abdomen and suture a tube into the 
proximal bowel. 

In this series of 7 operations, resection was per- 
formed twice: an end-to-end anastomosis and a 
side-to-side anastomosis. The remaining 5 con- 
sisted of simple excision of the polyp and imme- 
diate closure of the bowel. All the patients were 
discharged from the hospital well. The general 
opinion is that the prognosis is good when appro- 
priate surgical measures are instituted early. 


CASE REPORTS 


Case 1. C. G., a 4-year-old boy, was admitted to the 
hospital March 22, 1918, complaining of abdominal cramps 
after eating, accompanied by occasional vomiting. These 
symptoms had persisted for 2 days prior to admission. He 
had been a full-term, spontaneously delivered, normal 
infant. There was no history of childhood or familial 
disease. Physical examination disclosed an apprehensive 
child, well nourished and of normal development. The 
temperature was 98.5°F. and the pulse 150, Physical ex- 
amination disclosed negative findings except in the abdo- 
men, which was soft, not distended, and free of rigidity 
and spasm. There was a large, doughy, non-tender mass 
extending from the right to the left side of the midabdo- 
men. The liver and spleen were not palpable. The white 
cells numbered 18,500, with 85 per cent polymorphonu- 
clears. The urine was normal. Immediate operation was 
decided on. Through a right rectus exploration an intus- 
suscepted mass involving the terminal 90 cm. of ileum 
was found. This mass was easily reduced. The bowel 
was of good color, and a small polyp was palpable at the 
head of the intussusception. The intestine was opened 
in its long axis, and a polypoid growth the size of a 
walnut was removed. The incision in the bowel was 
closed and the abdomen was closed without drainage. Re- 
covery was uneventful, and the patient was discharged 
well in 15 days. 


The patient was readmitted 8 months after discharge 
complaining of abdominal distress of recent onset. Ab- 
dominal examination revealed a well-healed wound with 
no evidence of any mass. The temperature and pulse 
were normal. Repeated enemas showed small, hard fecal 
masses, but no blood or mucus. The red-cell and white- 
cell counts were both normal. No x-ray investigation 
was attempted because the patient’s symptoms subsided 
and he was discharged. 


Ten years after the second admission he began to have 
vague abdominal pain, referred chiefly to the region of the 
umbilicus, accompanied by occasional vomiting and ob- 
stipation. These symptoms persisted off and on for 6 
weeks. X-ray examination revealed no abnormalities, and 
there was no evidence of intestinal obstruction from adhe- 
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sions. In the 8th week of these attacks the patient was 
seen in consultation by the surgeon who had previously 

ormed the operation. At that time the abdominal pain 
was constant and intense. There was some distention on 
the left side of the abdomen, through which could be 
palpated a sausage-shaped mass, tender and doughy. The 
temperature was 98.6°F. and the pulse 96. A diagnosis 
of recurrent intussusception was made and immediate 
exploration was advised. The abdomen was opened 
medial to the scar of the previous operation, and an intus- 
Ge found The apex again was 
formed by a polypoid tumor in the intestine, the size of 
an English walnut. The same surgical procedure was 


Case 5. 


Figure 1. 
Barium-enema film, showing a pattern relief in the 
cecum strongly suggesting a Cecum is 


dilated, and no barium has entered the ileum. 


was discharged well on the 14th postoperative day. 
years after operation the patient was free of abdomi 
symptoms. 


Case 2. J. McR., a 12-year-old girl, was admitted to the 
ital September 6, 1915. ny onset of illness began 
with sudden pain throughout the associated 
with vomiting. These symptoms persisted without inter- 
ruption, and the bowels had not moved. The past history 
was non-contributory. Physical examination revealed a 
soft, elongated mass in the right lower quadrant, slightly 
and freely movable. The white-blood-cell count 

was 15,000. The urine was normal, and an enema dis- 


swollen congested loop of jejunum was delivered into the 
wound and the intussusception was easily reduced. A 
polypoid mass was felt in the bowel at the apex of the 
intussu i The bowel was incised and the mass, 
which proved to be a pedunculated polyp, was ligated at 
the base and removed. The bowel was sutured in its 
transverse diameter and the wound was tightly closed. 
The pathological report described a soft, spongy mass 
the size of a walnut. On section it presented a dull-gray 
surface, with several brownish streaks resembling the 
branching of a tree. Microscopically, the sections showed 
a large amount of fibrous tissue enclosing a hypertrophied 
glandular mass. The epithelial lining of some of the 
glands had undergone hyaline degeneration, with an in- 
crease in the cell — The Wg were tortuous, but 
there were no atypical cells. The diagnosis was adenoma. 
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The patient did well and was discharged at the end of 
21 days. 

On January 28, 1916, 4 months after the previous admis- 
sion, the patient was readmitted with a diagnosis of in- 
testinal obstruction. She had been well until 2 weeks 
previously, when a recurrence of abdominal pain, with 
vomiting, began and increased daily. Operation disclosed 
identical lesions. The intussusception was reduced, and 
three adenomatous polyps were removed. The patho- 
logical diagnosis was adenoma. The sections showed 
eee tissue arranged around a central lumen and 

papillary projections from a connective-tissue 
base. The patient was discharged well on the 20th post- 
operative day. 


Case 3. E. 1., a 48-year-old, married woman, was ad- 
mitted to the hospital February 11, 1938. Her illness had 
begun 10 years before, when she began to have intermit- 
tent epigastric pain almost daily. This usually came on 
about half an hour after meals and was relieved by re- 
clining. Two weeks before admission the pain increased 
in frequency, duration and intensity, and was accompa- 
nied by almost continuous nausea and frequent vomiting. 
Physical examination disclosed a well-developed, slightly 
malnouri pale woman. The blood pressure was 
95/65. The skin was moist. Abdominal examination re- 
non-fluctuant mass about the size 
of a lemon, which moved freely to all quadrants except to 
the right upper. The mass appeared to be separate from 
the pelvic organs. There was no associated spasm. There 
was slight distention. A Gs 


Figure 2. Case 5. 

Repeat barium-enema film in six days after previous 
enema, no longer showing any evidence of intussuscep- 
tion and thus indicating spontaneous reduction co- 
incident with a moderate abatement of symptoms. 
The cecum shows an even, dense filling with barium. 


no information. The red-cell count was 4,670,000 and 
the white-cell count 12,350, with 80 per cent polymorphonu- 
clears. Occult blood was found in the stools on repeated 
examinations. The abdominal cavity was explored through 
a right rectus muscle-splitting incision and the mass, felt 
abdominally, proved to be a tumor of the jejunum 30 cm. 
distal to the ligament of Treitz. This area was resected 
well beyond the visible tumor in both directions. Just 
within the lumen of the proximal end of the sectioned 
jejunum was seen a pedunculated mass. The tumor was 
easily removed after ligating its pedicle. The continuity 


a 
| | 
followed as in the previous exploration — reduction of the ‘ ake 
intussusception and removal of the growth. The patient eS 
ive 
nal 4 
closed no blood or mucus in the stool. A diagnosis of in- 
tussusception was made, and under ether anesthesia the 
abdomen was opened through a midline incision. A thick, 
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of the bowel was re-established by an end-to-end anasto- 
mosis, and the abdomen was closed without drainage. The 
patient made an uncomplicated recovery and was dis- 
charged well in 21 days. 

The pathological diagnosis was adenocarcinoma of the 
jejunum. Grossly the tumor presented a ragged, reddish- 
yellow-gray, mucoid, cauliflower-like mass, measuring 8 cm. 
in its greatest diameter. Its base measured 3 cm. in the 
longitudinal plane of the bowel segment. Transversely it 
extended around the entire surface of the bowel wall. 
On section the polyp had a yellow-gray granular appear- 
ance, with numerous small cavities containing yellow, 
cloudy, mucoid material. The mucosa of the bowel had 
a pinkish, glistening appearance and was not involved ba 
the tumor mass. Microscopically the 


by 

were seen many tall goblet cells. These were cylindrical 
and hyperchromatic. The epithelial tumor cells were ar- 
ranged in a glandular manner and in cords, and varied 
in size and shape. Hyperchromatism was marked, and a 
few mitotic figures were seen. There were numerous 
mononuclear cells and lymphocytes, with a few plasma 
and polymorphonuclear cells in the fibrous connective 
tissue. In a few places the tumor extended into the mus- 
cle layer. The major part of the tumor mass showed a 
uniformity of cells and no mitotic figures. 


Case 4. M. M., a 15-year-old girl, was admitted to the 
hospital February 27, 1928, complaining of severe abdom- 
inal pain in the upper half of the abdomen, with nausea 
and vomiting, coming on immediately after breakfast. 


good results, but despite this the pain 


Figure 3. Case 5. 
Barium-meal film, showing several rounded areas 
of transparency that indicate the location of several 
of the polyps. 


inal examination revealed a generalized tenderness with 
moderate distention. The entire left rectus was rigid, 
with tenderness shifting from the epigastrium to the left 
lower quadrant. The rectal examination was negative. 
The white cells numbered 25,200, with 85 per cent poly- 
morphonuclears. The abdomen was explored 6 hours 
after the onset. An intussusception was found in the 
mid-jejunum and required 2 resection of the mass, followed 
by a lateral anastomosis. The patient made a good con- 
valescence and was discharged well on the } ey postopera- 
tive day. Pathologically the specimen showed a peduncu- 
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lated papillary adenoma of the polypoid type, with slight 
invasion of the intestinal mucosa. There was no 

tive invasion of the muscular coat of the intestine, and 
no indication of frank malignant growth. The 

was papillomatous adenoma. 


Case 5. C. K., an 18-year-old boy, was admitted to the 
hospital March 17, 1938, with a diagnosis of intestinal 
obstruction. He complained of cramp-like pain in the 
upper abdomen radiating from right to left. Nausea and 
vomiting had been severe for 24 hours. The vomitus was 
bile-stained. There had been two normal bowel move- 
ments since the onset of symptoms. The pain was ag- 


Figure 4. Case 5. 
Another film showing polyps at various locations. 


gravated by reclining. The past history 


i revealed three 
similar attacks, the first occurring 12 months and the 
last 2 weeks before admission. The other attack, which 
had occurred 8 months previously, was marked by 
the same symptoms and the patient was then hospi- 
talized. A barium enema was administered at that 
time, following which a mass in the left lower quad- 
rant disappeared and the patient was discharged. No 
blood had ever been noted in the stools. 

Physical examination at the present admission disclosed 
a tall, pale, young adult, well developed and nourished 
and in obvious distress. A palpable and visible, firm, 
slightly tender, sausage-shaped mass in the left lower 
quadrant was the only abnormal finding. There was 
no spasm, but peristalsis was visible. A barium enema 
caused disappearance of the mass. Blood counts showed 
a consistently lowered red-cell count and a _ white-cell 
count of 18,500, with a preponderance of polymorpho- 
nuclears. The feces showed repeated positive tests with 
benzidine. X-ray studies on 3 different days were not 
informatory. The diagnoses of recurrent intussuscep- 
tion, pelvic kidney, and internal hernia were considered, 
and an exploratory laparotomy was performed 1 week 
after admission. The left rectus was incised for a dis- 
tance of 18 cm., with the midpoint at the level of the 
umbilicus. On opening the peritoneal cavity the follow- 
ing lesions were noted. Beginning at the angle of Treitz 
the jejunum was markedly thickened and swollen. Mul- 
tiple polyps varying in size from that of a peanut to that 
of a lime were freely movable on their pedunculated 
bases within the lumen of the bowel. In the terminal 
30 cm. of the ileum numerous similar polyps were also 
encountered extending to the ileocecal valve. Intus- 
susception had taken place in portions of the bowel un- 


polypoid mass consisted of a branched fibrous connective- ae a | 
PN 
4 & 
ty. The past history was essentially negative. Abdom- 
ag 
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der direct vision; this was caused by the polyps and was 
casily reduced. € were numerous enlarged lymph 
nodes in the mesentery, and there were several calcified 
nodes on the medial side of the head of the cecum. The 
extent of the polyps precluded resection or short-circuiting. 
A large polyp was removed from the jejunum, the intes- 
tine was closed and the abdominal wound was sutured in 
layers. The patient was discharged at the end of 37 days 


Figure 5. Case 5. 
Ureteropyelogram, showing infantile left kidney, also 
an anomaly — spina bifida — of the first segment of the 
sacrum. 


unimproved, with a diagnosis of multiple polyposis of the 
small intestine. The pathological diagnosis was an 
adenomatous polyp. 

On April 7 barium-meal studies of the gastrointestinal 
tract were made at 30-minute intervals. As the barium 
progressed through the small intestine there were noted a 
large number of rounded defects within the lumen of the 
jejunum and ileum, but there was no marked delay at 
any point. The x-ray findings indicated the presence of 
numerous small tumors of the small intestine, scattered 
from the jejunum to the terminal ileum without produc- 
ing obstruction. 


CONCLUSIONS 


We believe that polyps of the small intestine 
are a relatively rare clinical entity and are of 
particularly important clinical significance, for the 
following reasons. They have a tendency to malig- 
nant degeneration and can produce an intestinal 
obstruction by intussusception. They can occur 
in any age group, and may be congenital. They 
apparently never attain sufficient size to cause ob- 
struction by occlusion. 

Preoperative diagnosis is difficult and not fre- 
quently made, because the early signs and symp- 
toms may seem to the patient so insignificant that 
medical advice is not sought, and an acute ab- 
dominal crisis is usually the basis for the surgeon’s 
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first contact. More careful roentgenologic study 
of the small bowel, especially in routine gastro- 
intestinal examinations when the signs and symp- 
toms are obscure, may lead to early diagnosis and 
treatment. This will avoid the complications in- 
herent in these polyps, namely malignant degener- 
ation and the production of obstruction by intussus-. 
ception. 
102 Waterman Street. 
REFERENCES 

1. Raiford, T. $.: Tumors of the small intestine. Arch. Surg. 25:122-177,. 


321-355, 1932. 
2. Saint, J. H.: Polypi of the Booey with special reference to the 
adenomata. Brit. J. Surg. 119, 1927. 


3. Cave, H. W.: ths small intestine. Ann. Surg. 96:269-285,. 
D. T.: Malignant tumors of small intestine. S$. Clin. 

North America 18:705-721, 1938. 
4. loyce, T. M.: Tumors of the small intestine. Ann. Surg. 100:949-959,. 


5. Cooke, H. H.: Carcinoid tumors of the small intestine. Arch. Surg. 


Dr. Horace K. Sowxes, Boston: We had an interesting. 
case at the Massachusetts General Hospital, which brings. 


Figure 6. Case 5. | 
Low-power photograph of removed polyp, showing 
characteristic finger-like projections lined with columnar 
epithelium. 


out a question mentioned by Dr. Shaw, namely whether 
or not polyposis is a congenital disease. patient was 
a married woman of forty. One child, a girl, had died of 
intussusception, which was caused by a polyp; she was 
operated on at the Children’s Hospital but had not been 
sent there until the intestine had become gangrenous. A 
brother was known to have extensive polyposis, and her 
father had died of a disease which was probable polyposis. 
or malignancy of the large bowel. 
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The patient had had symptoms for a long time. She 
had been a patient at the Boston City Hospital, with in- 
definite gastrointestinal symptoms; a probable diagnosis 
of gall-bladder disease had been made there, but opera- 
tion had not been advised. Like many patients with 
chronic disease who wander from one clinic to another, 
she appeared at our clinic with the same gastrointestinal! 
symptoms, and one of the doctors in the X-ray Depart- 
ment, who has shown uncanny ability in picking up un- 
usual gastrointestinal lesions, discovered multiple polyps 
in the small and large bowel. They were largely localized 
in the duodenum, but several were in the lower jejunum 
and upper ileum as well as in the large bowel. 

Dr. Edward L. Young operated but resected no bowel. 
He made multiple incisions in the small intestine and ex- 
cised eight polyps. The patient made a good recovery 
and went home, but came back four months later — in 
July, 1938. This time the case was taken over by Dr. 
Arthur W. Allen, who decided on a very radical opera- 
tion because of the extensive polyposis which had been been 
demonstrated in the large bowel. At this time no more 
polyps were found in the small bowel. Dr. Allen did an 
almost complete colectomy, removing the colon from the 
cecum down to the rectosigmoid junction, and doing an 
anastomosis of the terminal ileum to the rectum. One 
pedunculated polyp which remained in the lower segment 
of the rectum was removed from below through a proc- 
toscope 


We think at the present time that all the lesions of the 
large bowel have been removed, with the possible excep- 
tion of one in the lower rectum, which we intend to fol- 
low from time to time with the aid of a proctoscope. We 
cannot be absolutely sure whether or not there are any 
more polyps, either present or developing, in the small 
intestine. Since this seems an unusual and interesting 
case, the patient will be kept under observation. 


Dr. Tuomas H. Lanman, Boston: Dr. Sowles brings 
up the question of a familial history and mentions a 
child who came to the Children’s Hospital. We have 
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been encountering more of these polyps, not only in the 
large bowel but also in a surprising number in the small 
bowel. In 3 cases there has been a familial history. 

In the case described by Dr. Sowles the child did come 
to the hospital with a gangrenous intussusception, and 
died there. Members of the house staff pointed out 
somewhat caustically that within twenty-four hours she 
had been at another hospital, and had been discharged 
with a statement that nothing was wrong. Their tri- 
umph was very short-lived, because in going over the old 
history it was found that the child had been a patient at 
the Children’s Hospital and had been thoroughly exam- 
ined, though nothing was found. On account of the 
vagueness of the symptoms, we even sent her to the 
Psychiatric Service as a “problem child.” 

We have been quite impressed with the vagueness of 
symptoms in these cases, and the question arises as to 
whether we have been overlooking a good many of them 
in the past. We have lately become convinced that a 
child who has these vague but persistent abdominal 

symptoms should receive most careful study, and should 
probably be explored. 

Dr. Peter P. Cuaset, Providence: I should like to raise 
the question of the possible danger of excision of these 
polyps without an immediate pathological diagnosis. I 
realize that malignancy of the small intestine is very rare, 
but I had a case of this sort which was associated with 
intussusception. The growth was an adenocarcinoma, 
and it brings up the question of mistaking malignant 
polyps for benign ones. 


Dr. AtFrep M. Rowtey, Hartford, Connecticut: The 
familial history of these cases makes one wonder what the 
exciting cause is. Embryonal influence does not explain 
it. Polyposis is common in Egypt and the Orient. I 
wonder whether amebiasis is the causative factor. 


Dr. Suaw (closing): I have nothing to add except to 
say that Dr. Chase’s point is well taken. I believe that 
a frozen section should be done in all these cases because 
of their tendency to undergo malignant degeneration. 
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REPORT ON MEDICAL PROGRESS 


GYNECOLOGY 
Joe V. Metcs, M.D.* 


BOSTON 


[HE purpose of this paper is to bring to the 
attention of the general practitioner and sur- 
geon the advances of practical importance in this 
specialty during the last few years. There are 
many important but not as yet practical observa- 
tions that are not included. Furthermore, the 
names of discoverers and investigators and the 
references will not be included, and it is hoped 
that they and the readers will understand the rea- 
son for this omission. So far as possible the ad- 
vances will be taken up under special headings. 
There are so many new facts in the field of en- 
docrinology that only the important ones which 
affect gynecology and have a useful bearing on 
treatment will be mentioned. The hormonal con- 
ditions will not be grouped together, but will be 
spread throughout the paper under the different 
headings where they best apply. 


METHODS AND AIDS IN DIAGNOSIS 


Endometrial biopsy has come to be of great im- 
portance in abnormalities of the menstrual rhythm 
and in work on sterility. Tissue can now be re- 
moved from the endometrial cavity in the office 
without anesthesia, or at least with a very short 
anesthesia, and the patient can be allowed to go 
home. There have been very few accidents sub- 
sequent to this procedure, the most upsetting of 
them being interruptions of pregnancy. Rarely is 
a septic process started. The biopsy may be taken 
with a small punch, a suction curette or a small, 
_ cup-shaped curette that can pass the internal os. 
A very small piece of tissue preserved in Zenker’s 
solution or formalin, and stained, is sufficient to 
give the pathologist an opportunity to determine 
the stage of the endometrium. If taken a few 
days before the oncoming menstrual period it 
should show a secretory or functional phase. If 
this is not present and the menstrual period occurs 
shortly after the biopsy, it is evidence that a satis- 
factory ovulation with corpus-luteum formation 
has not occurred. This simple test may explain a 
menstrual abnormality, such as menorrhagia, or 
a problem of sterility. Multiple weekly biopsies in 
patients with abnormal flowing may give a clue 
to a delayed ovulation and thus explain the ab- 
normal rhythm. Other irregularities of the men- 


*Visiting surgeon, Massachusetts General Hospital; instructor in surgery, 
Harvard Medical School. 


strual cycle can thus be determined and investi- 
gated after experience in the use of this simple 
method. 

The necessity for careful charting of the men- 
strual cycle by the patient is obvious, for without 
accurate knowledge of the time of the period no 
correct observations can be made. This can be 
easily done with ordinary graph paper —each 
square representing a day of the cycle. With thirty- 
one squares allowed for each month, and each 
month given a line on the graph, a satisfactory 
chart can be made. It is surprising after chart- 
ing a series of patients’ periods to note how un- 
usual it is for any given patient to have regular 
periods. Patients should be taught to keep ac- 
curate records, and these should be noted on the 
physician’s chart so long as there is any problem. 

The hysterometer is an important adjunct, and 
should be used to determine the proportionate size 
of the body of the uterus and cervix. It is not the 
size of the uterus that makes for normality, but 
the proportion of the body to the cervix. The 
hysterometer consists of a uterine sound measured 
in centimeters with a coiled spring, and a cuff 
that can be moved up and down on the shaft of 
the sound. It is advanced to the internal os and 
the length of the cervix is measured; it is then 
advanced to the top of the fundus and the length 
of the uterus and cervix is measured. Knowing 
these, it is a simple matter by subtraction to ascer- 
tain the length of the body of the uterus. The 
normal proportion between the lengths of the 
body and of the cervix is 2:1; the measurements 
of the juvenile or moderately underdeveloped 
uterus are the same for both; and in the infantile 
uterus the reverse of the normal holds true. These 
figures are only approximate, but in a patient with 
abnormal catamenia the added information as to 
whether the uterus is of normal or abnormal size 
is important. With the endometrial biopsy curette 
and the hysterometer, abnormalities of the ovaries 
and uterus are discovered. The ovary is the stim- 
ulator of an end organ, the uterus, and its ac- 
tivity is reflected in the endometrium and in the 
size of the uterus. Occasionally it can be assumed 
that an underdeveloped uterus with a normal en- 
dometrial cycle is due to a primary deficiency of 
the uterus itself. 

The worth of the peritoneoscope is beginning to 
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be appreciated. In abnormal menstruation and 
sterility it is practical, for with experience, changes 
in the ovary can be visualized, and the question 
of whether or not ovulation has occurred can 
thus be determined without operation. It is con- 
ceivable that a corpus luteum may form with- 
out ovulation, and the peritoneoscope affords a 
means of determining more accurately whether 
or not it has taken place by inspecting the ovaries 
for the corpus and the pelvis for blood and coagu- 
lum. Peritoneoscopy is done through a small in- 
cision in the abdomen. A trocar is passed, the peri- 
toneal cavity is inflated with air and the instru- 
ment is passed into the abdominal cavity. The 
pelvic organs may be easily and satisfactorily in- 
spected. The air is allowed to escape after the 
inspection is over, and the patient is ready to go 
home the next day. In the presence of abnormal 
menstrual function and in sterility problems such 
a procedure is of considerable value. 

The peritoneoscope is still more useful in other 
gynecological studies than those concerned with 
ovulation. With this instrument an accurate diag- 
nosis of pelvic disease can be made. In most cases 
of pelvic tumors and pelvic lesions it is not neces- 
sary to subject the patient to such an investigation, 
for the need for operation is usually obvious, but 
there are problems, such as whether a pelvic tumor 
is an ovarian tumor or a uterine fibroid, where 
accurate knowledge is of distinct value. It would 
be a serious mistake to adopt watchful waiting for 
ovarian cancer, a policy which would be wise in 
some cases of symptomless fibroids. The question 
of tuberculous salpingitis and peritonitis versus 
cancer with abdominal metastases can be settled, 
for biopsies can be taken through the peritoneo- 
scope, and the bleeding spot can be cauterized. 
There are many possible uses for this instrument, 
and its value for making accurate diagnoses in 
pelvic conditions is certain to increase. 

Hormone determinations, for example those of 
the follicle-stimulating hormone (F.S.H.) of the 
pituitary gland, of estrin or theelin and of the 
anterior-pituitary-like hormone of pregnancy urine 
(P.U.H.), continue to be of value. In the 

use, in patients with complete ovarian 
failure, in pituitary failure and in pregnancy, mole 
and chorionepithelioma, they are important diag- 
nostic aids. In the menopause and in ovarian 
failure estrin is absent and F.S.H. is present, while 
in pituitary failure both F.S.H. and estrin are ab- 
sent. In pregnancy P.U.H. is present, and in 
persistent bleeding following the passing of a mole 
or following a normal pregnancy or miscarriage 
the finding of a large amount of P.U.H. is a most 
important factor in making the diagnosis of ma- 
lignancy of the chorion. 
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Molimina or premenstrual symptoms such as 
weeping, painful breasts, vaginal discharge, 
cramps, backache, change in disposition, and so 
forth constitute valuable evidence of ovarian ac- 
tivity. If a patient has molimina, estrin is pres- 
ent, and if she has cramps, ovulation has usually 
taken place. Thus in addition to the biological 
assay of urine, endometrial biopsy and so forth 
there is a simple method of detecting ovarian ac- 
tivity. Only recently has sufficient attention been 
paid to such symptoms. 

Hirsutism may mean a great deal or very little. 
If present from childhood or if occurring in a hir- 
sute family it is of but little consequence, but its 
sudden appearance may mean much. When it is 
accompanied by other symptoms such as amenor- 
rhea or genital or breast atrophy, increase in the 
size of the clitoris, and so forth, a diligent search 
must be made for a tumor of the pituitary gland, 
adrenal gland or ovary. There are as yet no dif- 
ferential tests which enable one to separate these 
three lesions, but glucose tolerance tests, F.S.H. 
and estrin determinations, intravenous pyelograms, 
x-rays after the injection of air into the perirenal 
= periadrenal areas and peritoneoscopy are of 
value. 

Congenital erosion of the cervix — the strawberry- 
red area the size of a ten-cent piece so often 
seen in nulliparas around the external os—is a 
valuable physical finding. It usually means that 
the uterus is not well developed, for this is a 
stigma of underdevelopment. The red area is 
made up of exposed endocervical glands. These 
are normally in the cervical canal, with the out- 
side of the cervix covered with squamous epithe- 
lium. This lesion is often found in patients with 
sterility, dysmenorrhea or endometriosis. Its pres- 
ence at once suggests that any pelvic abnormality 
may be due to underdevelopment or under- 
function. 

The colposcope is another instrument of consid- 
erable practical value. It consists of a bifocal 
microscope on a stand. It magnifies the outside 
of the cervix ten times, and gives the observer an 
excellent view of abnormalities of the cervical epi- 
thelium. Thus cysts of Naboth, exposed ducts of 
the endocervical glands and areas of leukoplakia, 
areas of pseudo-healing and abnormal epithelium 
can be easily detected. The colposcope when used 
in conjunction with Schiller’s Lugol-solution test 
helps to identify early lesions of the cervix which 
may be dangerous. Most cervical tissue that does 
not stain with iodine is found to be an area bare 
of epithelium, one of chronic inflammation or one 
of hyperkeratosis or perhaps cancer. If biopsies 
are continuously taken from such areas, sooner or 
later small cervical cancers will be found. The 
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white, raised plaque found at the junction of the 
squamous and endocervical epithelium, if it does 
not stain with Lugol’s solution and is opaque and 
dull, is a dangerous area, and a real biopsy, not 
a mere scraping of the superficial epithelium, should 
be carried out at once. There is at present no in- 
strument that will satisfactorily remove cervical 
biopsy material in the office, and it is not to be won- 
dered at that early cervical cancers are not oftener 
found and cured. There is no doubt of the worth 
of these two methods of investigation; the Schiller 
test is simple and the colposcope, while at present 
of value only to the expert, will prove more val- 
uable as additional physicians are trained in its 
use. 


A proper solution for the Schiller test is as 
follows: iodine, 2 parts; potassium iodide, 4 parts; 
distilled water, 300 parts. It can be applied by 
means of a heavily soaked cotton pledget, a spray 
or a medicine dropper. The cervix must be cleared 
of mucus and must not bleed. The solution rare- 
ly causes any burning sensation. It should be left 
on the cervix for at least five minutes, and the 
excess should be removed without trauma. 


INFLAMMATIONS 


By far the commonest cause of vaginal discharge 
is Trichomonas vaginalis. This flagellate causes an 
irritating discharge with a characteristic pungent 
odor. Usually the discharge is yellow-green and 
contains air bubbles; it causes a disagreeable sensa- 
tion in the vagina and is often accompanied by 
irritation of the vulva and the insides of the thighs. 
An accurate diagnosis is easily made by microscopic 
examination. The best method is to place a drop 
or two of the discharge on a slide, mix it with 
two or three drops of warm tap water, cover the 
mixture with a coverslip and examine it under 
the 4 mm. lens of the microscope with the light 
cut down about one half. In such a slide squamous 
epithelium, pus cells and bacteri# are seen, and 
often in the midst of such structures a few or many 
organisms of the size of a pus cell are found jerk- 
ing and moving about, sometimes from side to side, 
sometimes in circles; close observation will dis- 
close small, whip-like flagella which are responsible 
for the motion. Occasionally a phagocyting leuko- 
cyte full of active bacteria is confusing, but on 
further observation it will be obvious that the 
motion is on the inside and not on the outside. 
Once the diagnosis is made, — and this is easy after 
a little experience, — treatment should commence. 
As any douche kills most of the organisms, and as 
most patients take a douche before visiting the 
office, it is frequently necessary to ask them to 
return at a time when they have made no attempt 
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to get rid of the discharge; this point should be 
remembered whenever a patient complains of a 
discharge. In spite of the fact that almost any 
kind of douche destroys the organisms, they re- 
appear when the irrigations are stopped. Treat- 


‘ments of this type will not cure the disease. Since 


the flagellates are frequent inhabitants of the gas- 
trointestinal tract, it is essential to advise the pa- 
tient that the anus be wiped carefully with moist 
tissue or cotton from vagina to rectum, in order to 
avoid contaminating the former with feces. In 
persistent cases the bladder must be investigated, 
since trichomonas sometimes grow there, and if 
the patient is married, the husband must be ex- 
amined, for he may be a carrier. 

The most successful method of treatment is the 
use of Stovarsol in a powder-blower once a week, 
and douches of sodium perborate — one tablespoon- 
ful to one quart of warm water daily. Silver 
picrate powder in a blower and silver picrate sup- 
positories are also satisfactory. If these methods 
fail, Stovarsol insufflations may be tried every day 
throughout the month, including the days of 
menstruation. Persistence is essential. Occasion- 
ally a few treatments suffice, but usually the treat- 
ment is long and recurrences are frequent. Pa- 
tients should return two or three days after each 
menstrual period without having had any form of 
medication, and be examined for the organism. 
This is the time when it is most likely to be pres- 
ent. The condition is easy to relieve, but it is 
difficult to rid the patient permanently of this dis- 
agreeable vaginal parasite. 

Monilia, a branching form of yeast, also causes 
a vaginal discharge and irritation, and the diag- 
nosis is best made by culture. The discharge is 
irritating and watery and contains flecks of white 
fibrin. The discharge is usually typical, but a cul- 
ture is the safest way to be sure of the diagnosis. 
Monilia is a frequent cause of discharge and vul- 
vitis in diabetic patients. Treatment consists of the 
care of the diabetes, if present, cleanliness, warm al- 
kaline douches and frequent painting of the vagina 
and vulva with a 1 or 2 per cent aqueous solution of 
gentian violet. Other yeasts occasionally cause per- 
sistent irritating discharge, and a more frequent 
use of cultures aids in making clear the etiology. 
The treatment is the same as for monilia. 

Vulvovaginitis of gonorrheal origin in children 
is aided by the use of estrin, in vaginal supposi- 
tories, by injection or by mouth. The rationale 
of such treatment is the change of the non-resistant 
transitional epithelium of the prepubertal vagina 
to the gonococcus-resistant squamous epithelium 
of adults. Such a change can be observed mi- 
croscopically by taking occasional smears from a 
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child undergoing treatment. It is well known 
that the adult vagina is rarely affected by the 
gonococcus; therefore if an adult state can be pro- 
duced in a child, relief may be expected. This has 
proved to be the case, and all specific vaginitis in 
children should be so treated. Occasionally dur- 
ing treatment with estrin, breast development is 
started, but they revert to normal after cessation 
of treatment. The best method of treatment is to 
use children-size estrin suppositories every other 
day and to observe changes in the vaginal epithe- 
lium and in the number of gonococci present in 
the smear. The injection of at least 100 rat units 
of estrin in oil daily is safe; if this dose is not 
sufficient, it should be increased. Observance of 
the changes in the vaginal epithelium is most es- 
sential in the proper treatment of this condition. 

Sulfanilamide is of value in the treatment of 
gonorrheal infections. Local infections of the ure- 
thra, Bartholin’s glands, or cervix respond favor- 
ably, but infected tubes do not. Doses of 60 to 
120 gr. daily for at least seven days are essen- 
tial, followed by smaller doses for at least another 
week or ten days. Smears must be taken frequent- 
ly in order to check the presence or absence of the 
gonococcus, for sometimes the organism recurs 
even after satisfactory treatment. The morphology 
of the gonococcus changes during treatment, and 
its recognition in smears may be impossible. Cul- 
tures are of extreme importance, and it is essential 
that the culture media be freshly made on blood 
or ascitic meat-infusion agar and kept at body 
temperature. The agar plates must be returned to 
the laboratory for incubation immediately after 
inoculation. Successive negative cultures musi 
have been obtained before a patient can be con- 
sidered relieved of her gonorrhea. 

Senile vaginitis is due to infections occurring in 
atrophied vaginal epithelium. Atrophic epithe- 
lium, like the epithelium of the very young, does 
not resist infection, and trauma may easily lead 
to superficial infection and ulceration. The method 
of treatment is to change the senile state of the 
epithelium to a normal adult one. This can be 
done by using suppositories of estrin (2000 and 3000 
rat units) every other day, or even less frequently. 
The effect can be easily checked by vaginal smears; 
they should show the replacement of transitional 
or rounded epithelial cells by squamous or squared 
cells with nuclei. Pus disappears from the smear, 
and bacteria vanish. The vaginal estrin may be 
reinforced by estrin given orally or hypodermically 
in large or small doses, as necessary to change the 
cells to the normal adult type. 

Pruritus vulvae and leukoplakial vulvitis are as 
a rule due to infections in non-resistant atrophied 
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vulval tissues. This atrophy is caused by a lack 
of the ovarian hormone, and the use of the latter 
is recommended as treatment. Often these diffi- 
cult and persistent lesions clear up if vaginal sup- 
positories are used in addition to estrin given orally 
or hypodermically. It is best to use large doses 
at first, reducing them as relief is obtained. For 
intractable pruritus, alcohol injected into the periph- 
ery of the lesion is valuable. It is suggested that 
two minims of 95 per cent alcohol be injected in 
areas 0.6 to 1.0 cm. apart at the periphery of the 
area of pruritus. Not over 10 or 20 cc. of solution 
should be injected at any one time. This is not 
an office procedure but a hospital one; considerable 
swelling of the vulva may occur and it may remain 
painful for some time. Sloughs are not unknown. 
It has been suggested that section of the nerves 
that supply the skin of the vulva is valuable. This 
method is also of distinct merit in cases of krauro- 
sis, as a resultant increase in blood supply relieves 
the atrophic condition. The pudendal and perineal 
nerves are resected; the absence of pain, burn- 
ing and itching relieves the necessity for scratching, 
and this clears up the mild infection. In obstinate 
cases it may be necessary to do a vulvectomy. This 
is a minor procedure and can be done in a very 
short time, and the relief obtained is instantaneous. 
However, it must be remembered that along the 
edge of the incision the same process sometimes 
reappears, and in a few months or years the condi- 
tion may be the same as ever. Surgery, alcohol in- 
jection, nerve section and hormone treatment are 
all possible in the treatment of severe itching and 
skin changes of the vulva. 

Chronic endocervicitis is often not due to the 
gonococcus but the secondary invaders which in- 
fect the deep and branching cervical glands, plug- 
ging the ducts and causing the formation of cysts 
(cysts of Naboth). The process is often so exten- 
sive that nothing short of total hysterectomy suf- 
fices to cure it. In some cases linear cauteriza- 
tion of the cervix is the proper treatment; in others 
with deeper penetration Hyams’s method of coni- 
zation is the best procedure. Hyams uses a tri- 
angular wire on an electrode of the endothermy 
apparatus. With a cutting current a cone of cer- 
vix is removed. Healing is complete in about six 
weeks, a fresh cervical epithelium is present and 
most of the low endocervical glands have been 
destroyed. This is a simple method, but the pos- 
sibility of hemorrhage on or about the tenth day 
must be thought of, as well as infection and, last 
and most important, cicatricial stenosis of the 
cervical canal. The latter means constant dilata- 
tion of the os or total removal of the cervix or 
entire uterus so as to keep the patient comfort- 
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able. Pelvic cellulitis following any cauterization 
of the cervix may be extremely serious. Cauteri- 
zation of a very shallow type is excellent treat- 
ment for exposed endocervical epithelium with- 
out deep infection. High amputation of the cer- 
vix can be done for endocervicitis, but the higher 
the amputation the greater the danger during preg- 
nancy and the more chance of stenosis and poor 
function. If the endocervicitis is persistent and 
simple measures do not relieve it, total hysterec- 
tomy must be performed. 

Pelvic inflammation of the gonorrheal or puer- 
peral type should be treated as usual: rest in bed, 
pelvic heat, hot douches, sitz baths or the Elliott 
method of constant dry heat. Radical surgery 
should be avoided in acute cases with peritoneal 
irritation; pelvic and broad-ligament abscesses 
should be evacuated by simple drainage. When 
chronic inflammation is persistent, surgery should 
be carried out, and should be radical, for conserva- 
tive pelvic surgery in these cases usually leads to 
dysmenorrhea, menorrhagia and other annoying 
pelvic disorders. If both tubes are excised, the 
uterus and cervix should be removed, if the pa- 
tient’s condition is satisfactory. If the genitalia 
can be preserved they should be in girls and young 
women, but in older patients radical surgery is 
best. The use of sulfanilamide in pelvic inflam- 
mation has not been completely successful, although 
certain reports are encouraging. In puerperal sep- 
sis due to the hemolytic streptococcus it should 
certainly be used, and because of its action on the 
gonococcus its employment in gonorrheal inflam- 
mations seems logical. 


TUMORS 


The treatment of cervical cancer is best carried 
out by means of combined x-ray treatment plus 
moderate doses of radium. It is apparently better 
to combine the two than to use radium alone. X-ray 
treatment causes a diffuse fibrosis about the tumor 
and can be given in doses sufficient to kill tumor 
cells. This effect combined with local treatment 
of the cervix with radium is satisfactory. Surgery 
still continues to have advocates, but the opera- 
tion must be done in early cases and must be one 
of the radical Wertheim-Clark type. Radium has 
now been in successful use for twenty-five years, 
but there are still those who advise surgery. Surely 
it is unwise unless carried out very radically and 
very expertly. 

Cancer of the fallopian tube is commoner than 
supposed, and should be considered in the dif- 
ferential diagnosis in women with pelvic masses 
and bleeding near, at or after the menopause. The 
lesion occurs oftenest in relation to old pelvic in- 
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flammation and hydrosalpinx, but may occur as a 
simple tumor of the tube alone. Its characteristic 
symptom is that of bleeding from the uterus. 
Curettage is usually negative. This tumor bleeds 
into the endometrium and not from it. It should 
always be considered after the menopause when 
no curettings are obtained. 

Cancer of the ovary has been demonstrated to 
be a highly malignant and not a common tumor. 
The results of treatment are exceptionally poor; 
yet from the nature of the tumor it should be 
easy to diagnose and remove. Any mass in the 
adnexal region should be considered as ovarian 
cancer until proved otherwise. If it is present radi- 
cal surgery should be carried out. In both tubal 
and ovarian cancer, because of the possibility of 
the ovary, uterus and cervix being involved, total 
hysterectomy with bilateral salpingo-ooph 
should be the operative procedure. 

Tumors with endocrine significance are not un- 
common and should be thought of in connection 
with ovarian masses, especially when there are 
changes in the patient’s physical characteristics 
and symptoms of abnormal bleeding are present. 
The granulosal-cell tumor is the commonest en- 
docrine one of the ovary. It is of a moderate 
degree of malignancy. This tumor may be re- 
sponsible for both amenorrhea and abnormal uter- 
ine bleeding. It is frequently the cause of pre- 
cocious puberty and bleeding after the menopause, 
and should always be thought of in connection 
with these two problems. Simple removal of the 
tumor is usually all that is necessary, but if there 
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_ is any evidence of extension, radical surgery and 


x-ray treatment should be carried out. The dys- 
germinoma has no real endocrine significance but 
is often present in patients with poor genital de- 
velopment. A small vagina or an infantile uterus 
or both may be present in a patient with this tu- 
mor. The dysgerminoma in women is similar his- 
tologically to the seminoma of the testicle, but is 
not so malignant. If this tumor, a rounded, solid 
one made up of large round cells and often con- 
fused with rapidly growing cancer, is present in 
a young woman, conservative surgery should be 
practiced unless the tumor is bilateral or shows 
signs of invasion. If the tumor is within its cap- 
sule, conservative surgery should be done, oth- 
erwise radical. The arrhenoblastoma (from 
arrhenos, meaning “male”) is a tumor of the 
ovary that secretes the male hormone and is re- 
sponsible for progressive changes toward mas- 
culinity. It is usually unaccompanied by changes 
in the blood pressure or obesity, but does cause 
hirsutism, male voice, atrophy of breasts, large 
clitoris, striae, amenorrhea, and so forth. This 
tumor is somewhat malignant, but if it is within 
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its own confines, surgery should be conservative, 
otherwise radical. 


For all the above tumors of the ovaries and 
tubes, x-ray treatment helps to relieve symptoms 
and prolong life but does not destroy the lesion. 

It has long been known that fibroma of the 
ovary is often accompanied by ascites, but until 
recently it was not known that pleural effusion 
might also be present in this condition. Cases 
with this syndrome are now being reported. It is 
important for all to realize that because a pa- 
tient has a tumor in her pelvis with fluid in the 
abdomen and chest it is not necessarily malignant; 
it may be benign. In unexplained pleural effusion 
a careful search should be made in the pelvis 
for an ovarian tumor. The mechanism of the 
fluid in the chest is not known, but that it occurs 
is certain. 

Endometriosis is very common, and great care 
must be used in inspecting the pelvis and marking 
specimens for the pathologist. Small, dark-blue to 
black spots on the uterus, ovaries, uterosacral liga- 
ments, pelvic peritoneum or intestines, or a pos- 
terior cul-de-sac that is drawn up onto the back 
of the uterus, means endometriosis. Pregnancies 
are frequently reported following conservative 
surgery. If conservation of the ovaries is desired 
it is necessary to remove all visible areas of dis- 
ease. Endometrial tumors of the rectosigmoid 
are not uncommon and are frequently confused 
with cancer. If endometriosis is suspected the 
pelvis and more especially the ovary should be 
searched for areas of the disease. If confirmatory 
lesions are not found and the diagnosis is in doubt, 
a colostomy that can eventually be closed and re- 
placed in the abdomen is the proper operative 
procedure. If possible, resection and suture should 
be carried out if the actual diagnosis cannot be 
made. If an endometrioma is causing obstruction 
or partial obstruction, temporary colostomy with 
removal of the ovaries will allow atrophy of the 
tumor to take place, just as ovarian excision or 
the normal menopause causes atrophy of the en- 
dometrium. 

Simple cysts of the ovary do not justify its re- 
moval. If it is possible to excise a cyst and recon- 
struct the ovary, or even to puncture a cyst, it is 
much wiser to do so than to remove the ovary. 
Removal of a gonad in a young girl often turns 
out to be a very unwise procedure. Following 
unilateral ovariectomy, abnormal bleeding, anovul- 
atory cycles and menstrual upsets often occur. 
Such patients are frequently sterile, and a proces- 
sion of operative procedures often follows. 

These small cysts may be atretic or disappearing 
follicles, or may be persistent follicle cysts. Such 


GYNECOLOGY — MEIGS 


247 


cysts are indicative of abnormal physiology, not 
tumors. Rupture or puncture or excision is sufh- 
cient treatment. Their presence is not an indica- 
tion for ovariectomy, but quite the contrary. 

The diagnosis of hydatidiform mole and chorion- 
epithelioma is made easier by the realization that a 
persistent Aschheim-Zondek test following abor- 
tion, mole or normal pregnancy means abnor- 
mality. If such a test is a strongly positive one 
and if a large amount of P.U.H. is found, chorion- 
epithelioma should be suspected; if symptoms of 
bleeding persist, radical surgery should be done 
at once. The study of hormones has increased 
our ability to attack the problem of abnormal 
growth of the chorion. 


STERILITY 


The use of a hysterometer to determine the 
normal or underdeveloped uterus, and that of en- 
dometrial biopsy to determine whether ovulation 
occurs and about when, are advances in the study 
of sterility. The use of daily rectal temperatures 
helps to determine the date of ovulation. A drop 
in morning temperature about the middle of the 
menstrual cycle probably indicates follicle rupture. 
Uterine insufflation and the injection of lipiodol 
to determine tubal patency and to picture the 
inside of the uterine cavity and tubes are of value. 
A well-balanced diet with a normal amount of 
protein, carbohydrate and fat must be given. The 
rhythm is of extreme importance. It is not yet 
possible to say that only one ovulation occurs per 
cycle and that it occurs just two weeks before the 
oncoming period, but it probably does. It is pos- 
sible to set the probable date of ovulation fairly 
satisfactorily. This is done by taking the shortest 
time and the longest time in days between the on- 
set of periods and subtracting fourteen days from 
each. For safety’s sake it is best to take three 
days off the smaller figure and add two days to 
the longer. This gives an interval during which 
ovulation probably takes place. Thus if the short 
interval were twenty-four days and the long in- 
terval thirty days, subtracting fourteen days from 
each would give ten and sixteen days respectively. 
Taking three from ten and adding two to sixteen 
would give seven and eighteen days as the most 
probable ones for ovulation and impregnation. In- 
tercourse should be limited to these days, if preg- 
nancy is desired. Occasionally between periods 
there is a menstrual-like pain or gas pain known 
as Mittelschmerz. Sometimes there is a small flow, 
kleine Regle, at about the same time. These two 
phenomena probably denote the approximate time 
of ovulation and that when impregnation is most 
likely to occur. 
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DYSMENORRHEA 


The treatment of dysmenorrhea by means of hor- 
mones is disappointing, but before long a treat- 
ment may be evolved that will do away with sur- 
gery. Dilatation of the cervix is not satisfactory, 
but should be done before resection of the pre- 
sacral nerve or superior hypogastric neurectomy. 
There is no doubt of the efficiency of the latter 
operation, for successful cases have been reported 
where it has been done without other operative 
procedures. The success of neurectomy is reported 
as 75 to 85 per cent, and such results are satisfac- 
tory for any operative procedure. The operation 
is not dangerous but is painstaking and difficult, 
and all the superior hypogastric plexus must be 
removed to assure success. Coitus is satisfactory 
following the operation, and pregnancy occurs in 
a high percentage of cases. In some patients la- 
bor pains are eliminated during delivery. 


THE MENOPAUSE 


The treatment of the menopause by estrin is 
most satisfactory. The hormone can be given by 
intramuscular injection, by mouth or by vaginal 
suppository. It is decidedly more efficacious by 
injection, but oral administration is good. The 
proper way to treat patients is to give large doses 
(10,000 rat units) biweekly at first, and to cut the 
dosage down as low as possible when relief is ob- 
tained. Estrin is helpful in premenstrual tension, 
dysmenorrhea, night sweats, dizziness and even in 
involutional melancholia. There is no doubt as to 
its worth in various complaints of women at the 


menopause. 
MENSTRUAL DISTURBANCE 


Disturbance of the menstrual rhythm, such as 
too frequent periods and delayed periods, are usu- 
ally due to early or late ovulation. In some in- 
stances ovulation does not take place for a month, 
and in that case the period should come two weeks 
later, or in six weeks. This has been proved many 
times by weekly endometrial biopsies. In some 
women there is no ovulation rhythm and therefore 
their periods have no regularity, but arrive two 
weeks after each ovulation. This peculiarity does 
not mean lack of fertility, but it is difficult to ad- 
vise such patients as to when ovulation takes 
place. 

Pregnancy urine hormone is still of value in 
the treatment of abnormal bleeding. Progestin 
and testosterone (testicular hormone) are advo- 
cated, and in some clinics good results are being 
obtained. The latter methods are expensive, as 
large doses are necessary and at the present time 
the cost is prohibitive. If the P.U.H. is not effi- 
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cacious in functional bleeding, frequent curetting 
often helps, and eventually a proper rhythm is re- 
sumed. If hormone treatment and curettage fail, 
hysterectomy is the method of choice in women 
between the ages of thirty-five and forty-five, and 
radium and x-ray treatment in older women. 
Hysterectomy is advocated in young women be- 
cause ovaries can be left and normal function will 
occur until the patient’s menopause arrives. This 
has been shown to be five years or more in a large 
majority of cases. Removal of the uterus does not 
injure the ovaries, and they will continue to func- 
tion normally if their blood supply is not interfered 
with; but tension on the ovarian artery must be 
avoided. 

Postmenopausal bleeding means cancer in all 
cases until proved otherwise. Careful curettage 
and microscopic examination of the curettings are 
absolutely necessary. The peritoneoscope may be 
used to determine the presence or absence of 
ovarian or tubal tumors. The commonest causes 
of such bleeding are cervical and endometrial can- 
cer, but tumors of the ovary, both benign and 
malignant, may be responsible, as may polyps of 
the cervix or endometrium. It is unwise to give 
radium to women who bleed after the menopause 
until the actual cause of the bleeding has been 
determined. Radium often causes obliteration of 
the uterine cavity; and endometrial cancer in the 
region of a cornu, or undiagnosed ovarian or 
tubal tumors, may grow until cure is out of the 
question. In unexplained postmenopausal bleed- 
ing it is best to wait after a curettage. If bleeding 
does not take place, well and good; if it does, sur- 
gical and not radiological treatment is best. 


SURGICAL PROCEDURES 


Most advances in surgery have to do with 
uterine prolapse. There are numerous methods of 
treatment, and the best method for the individual 
case must be selected. The newest procedure of 
merit being popularized in this country is the 
so-called Fothergill or Manchester operation, which 
tightens the cardinal ligaments of the uterus. This 
operation, first done by Donald, of Manchester, 
England, and later described by Fothergill, is 
very popular in the north of England. It is based 
on the anatomical theory that the cardinal liga- 
ments (those tissues at the base of the broad liga- 
ment which contain the uterine arteries, veins, 
nerves and connective tissue) are the main sup- 
port of the uterus. It is always noted in doing 
a vaginal hysterectomy that section of these liga- 
ments releases the uterus. They are its main sup- 
port. This operation consists in denuding the 
anterior vaginal wall and pushing back the blad- 
der. Deep sutures are taken in the tissue to the 
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outer side of the cervix, and are then carried over 
the cervix and into the corresponding tissue of the 
opposite side. They are tied tightly in front of 
the cervix. Pulling these tissues together in front 
of the cervix pushes it back and the body of the 
uterus up. If three or four sutures are inserted 
and tied, prolapse is relieved and retroversion re- 
duced. This is especially noticeable when the lig- 
aments retreat. The operation successfully accom- 
plishes its aim. In addition to the cardinal liga- 
ment sutures, the fascia of the anterior vaginal 
wall is sutured over the bulging bladder and the 
thick pubocervical fascia is anchored higher up 
on the cervix. The perineum is then repaired in 
the usual manner. This operation is easy to do, 
takes very little time and is successful in most 
cases. It can be used with or without ampu- 
tation of the cervix, but usually the cervix is re- 
moved. It is said by the Manchester group that 
pregnancy is not interfered with —or very little, 
if the cervix is not amputated — and that there- 
fore sterilization is not necessary. The operation 
can be done in a younger age group than can the 
interposition operation. 

In old women, unmarried women or those 
who are not good risks for the extensive surgery, 
the La Fort operation is popular. This consists 
of the removal of a rectangle from the anterior 
and posterior vaginal walls. The two raw sur- 
faces are sutured together over the cervix, which 
may or may not be amputated. The last line of 
sutures is just below the urethra and at the peri- 
neal outlet. Thus tubes which reach to the cervix 
for drainage are left on either side of the vagina. 
This operation partially closes the vagina and pre- 
vents satisfactory intercourse. The perineum is 
then repaired in the usual fashion. 

Patients with cystocele and prolapse who need 
abdominal surgery for tumors or cysts or adnexal 
disease are best treated by total abdominal hyster- 
ectomy. Such an operation, combined with re- 
moval of as much anterior vaginal wall as is 
needed from the inside, relieves the cystocele and 
prolapse. The perineum is then repaired in the 
usual manner; this is essential because proper sup- 
port is necessary for the thinned-out pelvic floor. 

Cancer of the cervical stump is an ever-present 
danger in patients who have had a supravaginal 
hysterectomy. No method of treatment of the 
cervix, except perhaps high amputation, will pre- 
vent the occurrence of cervical cancer. There is 
nothing so discouraging as the appearance of a 
lesion which might have been prevented had the 
cervix been removed. 

Total hysterectomy done carefully and with due 
regard to bladder and ureters should not be much 
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more dangerous, except for sepsis, than the supra- 
vaginal operation. The technic must be perfected 
and the operation done without much trauma 
or hemorrhage. If vaginal plastic operations are 
to be done it is best to do the abdominal part of 
the operation first and later repair the urethro- 
cele or perineum. An important technical step 
in the prevention of sepsis is first to remove the 
appendix, so that after the vagina is opened the 
upper abdomen need not be explored again. 

The results following the treatment of cancer 
of the vulva have been improved by the use of 
the Bassett operation. This procedure includes 
complete vulvectomy, with deep and_ superficial 
dissection of the inguinal and femoral lymph-node 
areas. Previous results have been poor, but with 
radical dissection of the groins a marked improve- 
ment has occurred. The external iliac nodes, the 
deep and superficial femoral and inguinal nodes 
and Cloquet’s node, which lies under Poupart’s 
ligament near the femoral canal, must all be re- 
moved. It is safest not to do the whole operation _ 
in one stage. The vulvectomy should be done 
first, followed later by dissection of the groins. 
Silk ligatures should be employed throughout 
and the wounds should not be drained. A plaster 
spica or a spica of elastic bandages should be used 
so as to allow the patient as little motion as pos- 
sible. In this way lymphorrhea and groin infec- 
tions are avoided. 

Repair of the urethra for i::continence of urine 
demands a wide denudation of the tissues sur- 
rounding the urethra. It should be bared 4 cm. 
from its orifice. As a result of lacerations, there 
is usually scar formation on one side or the other 
of the urethral support from the symphysis. The 
incising of these scars and the suture of the lacer- 
ation reconstruct the normal support of the 
urethra. It is easy to plicate and pucker in the 
bulging urethra with sutures of fine silk. Catgut 
knots are large and interfere with each other, but 
silk ties are small and multiple layers can be 
introduced without difficulty. Silk sutures do not 
act as foreign bodies and do not cause sinuses 
and slough. Silk is a great addition to the technic 
of the repair of the urethra. 

* Suspensions of the uterus are less and less fre- 
quently done. Retroversion may be a perfectly 
normal development and an attempt to suspend 
it may be followed by recurrence, because retro- 
version is the proper position of the uterus; it is 
frequent, and few patients have symptoms. It is 
infrequently a cause of primary sterility, and during 
pregnancy the uterus is rarely incarcerated. There 
are certain cases where retroversion should be 
corrected —a few sterile patients, and some with 
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dysmenorrhea, especially the type occurring fol- 
are childbirth, with a uterus that cannot be 
held up by pessary. Suspension should nearly 
always be done following operations on the tubes 
and ovaries, especially in pelvic inflammations or 

endometriosis. This operation should not be a 
fixation of any structure but should be a suspension 
that leaves the uterus freely movable. In most 
cases of retroversion the Baldy—Webster or the 
Coffey operation is best. There must be a good 
reason for a uterine suspension, and with more 
understanding the reasons are becoming fewer. 


MISCELLANEOUS 


Pain in the pelvis due to recurrent cancer, pro- 
vided it is not due to lesions of the kidney, is well 
controlled for weeks to months by the injection of 
absolute alcohol intraspinally. This can be done 
in two ways: with the patient on her side and hips 
raised and the injection made first for one side of 
the cord and later for the other; or with the pa- 
tient lying on a table with the buttocks up and 
the head and feet down. By this method both 
sides of the cord are anesthetized at the same time. 
If the pain is not relieved by injection, cordotomy, 
either unilateral or bilateral, may be done. Cordot- 
omy gives permanent relief but removes the sense 
of temperature as well as pain. As in alcohol in- 
jection, pain due to kidney disease is not relieved. 

In cancer of the cervix it is important to deter- 
mine the condition of the kidneys before, durmmg 
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and after radiation. There can be no doubt that 
many patients have died of uremia who might have 
been saved by prompt and intelligent urological 
treatment. Pain due to renal difficulty may be 
of any type and in any part of the lower abdomen 
or thighs. Recognition and treatment of blocked 
ureters and hydronephroses by dilatation of the 
ureter or nephrostomy will relieve pain almost 
instantaneously. 

The Gellhorn pessary, which is mushroom-shaped 
and can be removed and replaced by the patient, 
has proved of great value in the treatment of pro- 
lapse, with or without cystocele and rectocele. The 
mushroom top is cupped and this causes a moderate 
amount of suction, so that a small pessary can be 
used. The handle (the stem of the mushroom) 
makes it easy for the patient to remove and re- 
place the pessary, and also helps to keep it high 
up in the vagina, especially when sitting. 


SUMMARY 


ecology has been presented. They have 
been briefly described, but further reading on each 


subject will be necessary to appreciate them fully. 
Other probable advances have been omitted, since 


they have not, as yet, been proved to be of prac- 


tical value. 
Surgery, radiology and apparently 


constitute the specialty of gynecology. 
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CASE 25061 
PRESENTATION OF CASE 


A forty-seven-year-old American housewife en- 
tered complaining of a brown vaginal discharge 
of six weeks’ duration. 

Four years prior to admission she had had a mis- 
carriage during the third month of pregnancy. Fol- 
lowing this the duration of the periods increased 
from five to seven days and the flow became much 
more profuse. However, her catamenia remained 
regular, with no staining or discharge between 
menses. Six weeks before entry she missed her 
regular period and noticed instead the beginning 
of a brown vaginal discharge. This continued for 
a month with the exception of cessation for a few 
days following treatment with douches. Two 
weeks before admission there was a discharge of 
bright-red blood which lasted all day but it did 
not resemble the normal menstrual flow. The 
brownish discharge again followed, continuing to 
the day of entry. The discharge was never pro- 
fuse, and she had not felt faint. Six days before 
entry she noted the onset of mild cramp-like pains 
in the lower abdomen. They were felt on both 
sides and occurred intermittently. Three days la- 
ter they became more severe and resembled labor 
pains, starting in the back and radiating around 
to the midlower abdomen, almost reaching the 
stage of “bearing down” pains. During these last 
six weeks she had noticed slight nausea and her 
breasts had become somewhat painful. 

She had diabetes, discovered four months prior 
to entry. She had had nine pregnancies, and seven 
children living and well. 

Physical examination showed an obese woman. 
Examination of the chest was negative. The blood 
pressure was 130 systolic, 85 diastolic. In the mid- 
lower abdomen a firm, tender, symmetrical mass 
that extended to within 1 cm. of the umbilicus 
was palpated. It resembled a uterus in the sixth 
month of pregnancy. Pelvic examination showed 
that the cervical os pointed posteriorly. The mass 
mentioned was freely mobile and attached to the 
cervix. The cervix was firm, not soft or patulous. 
After palpation the cervix began bleeding pro- 
fusely. 
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The temperature was 99°F., the pulse 85, the 
respirations 20. 

The urine examination showed a trace of albu- 
min and innumerable red blood cells. The blood 
showed a red-cell count of 3,310,000 with 72 per 
cent hemoglobin, and a white-cell count of 14,600. 
A blood Hinton test was negative. 

On the day after admission the patient lost 1500 
cc. of blood by vagina. The blood pressure neared 
shock levels before transfusion brought relief. On 
the second hospital day an operation was per- 


DIFFERENTIAL D1acNnosis 


Dr. Joe V. Meics: This case is a great puzzle 
to me. There are so many possible diagnoses that 
it is very difficult to limit it to any one. When a 
woman bleeds at the age of forty-seven for six 
weeks and has a brownish discharge one wants 
to know whether it is really blood or just a dis- 
charge. I take it in this case that it was blood. 
She had had a miscarriage four years before, when 
forty-three years old. Following this her periods 
increased so that they lasted from five to seven 
days, and the bleeding became profuse. As a 
woman reaches the menopause, her periods fre- 
quently increase in duration and amount; how- 
ever, sometimes the reverse is true. 

“Six weeks before entry she missed her regular 

iod and noticed instead the beginning of a 

wn vaginal discharge.” I do not know exactly 
what that means: whether she went six weeks and 
then a discharge started up or whether she missed 
the period and started to bleed. If she skipped a 
period it might mean one thing; if she bled ab- 
normally at the regular time it might mean some- 
thing else. The facts that she had labor pains 
and was nauseated, that she had changes in the 
breasts and that the uterus was in the midline, sym- 
metrical and consistent with pregnancy make one 
think, coupled with her history, that she had an 
abnormal pregnancy of some sort. On the other 
hand, patients approaching the menopause do have 
changes in their breasts, and we have noticed in 
the Endocrine Clinic here and at the Huntington 
Memorial Hospital that many patients at this 
time commence to have discomfort and pain in 
the breasts. The facts that the cervix was firm 
and hard and not patulous and that she was bleed- 
ing make one wonder if she was miscarrying the 
abnormal pregnancy. However, I think that this 
particular observation may not have been correct. 
The cervix may have been softer than normal and 
still have felt fairly firm. The question as to why 
the cervix should have bled after palpation I can- 
not answer. One thinks of carcinoma of the cer- 


vix, but the history would have been more obvious 


ormed. 
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if she had had cancer, and the cervix would have 
been friable rather than as it is described here. 
The uterus, moreover, is much larger and has 
apparently grown faster than can be accounted for 
by a diagnosis of cervical cancer. 

On the day after admission the patient lost 1500 
cc. of blood which must mean that she had a very 
severe hemorrhage. I recall no patient with bleed- 
ing from fibroids of any type that lost that much 
blood in such a short time. A submucous fibroid 
possibly could bleed that hard, but it seems im- 
probable. Sarcoma would account for a rapidly 
enlarging uterus, but again I doubt if it would 
produce so severe a hemorrhage as this was. 

I believe that she had an abnormal pregnancy, 
probably a hydatid mole, possibly a chorionepithe- 
lioma, or that she had a submucous fibroid with 
carcinoma of the cervix. I think the first is the 
correct diagnosis. | 


CurnicaL Discussion 


Dr. Roserr Linton: Dr. Meigs has done a 
splendid job, as hydatid mole was the correct 
diagnosis. We had the additional advantage of 
observing some of the grape-like material that 
came out of the cervix just before operation. 

Dr. Meics: I should like to know whether an 
Aschheim-Zondek test was done. 


Dr. Tracy B. Mattory: The Aschheim-Zondek 
report came back the day after operation. It was 
reported as positive. Their hand, of course, was 
forced and they could not delay operation. 

Dr. Meics: I have never seen anyone bleed so 
severely as this from a fibroid; this made me be- 
lieve that it must have been an abnormal preg- 
nancy. The fact that she had apparently skipped 
a period and the size of the uterus made me 
wonder about mole. The uterus was the size of 
a six months’ pregnancy in a very short time. 

Dr. Lancpon Parsons: She had a pregnancy at 
forty-three. Is it not true that chorionepithelioma 
at this age is not uncommon? 

Dr. Metcs: Yes; furthermore, we have heard 
of cases developing as long as eight years after 
pregnancy. 

Dr. Linton: I think the question of treatment 
is interesting. There was a good deal of discus- 
sion at the time. I was afraid to curet her because 
she had lost so much blood following pelvic ex- 
aminations and I thought I would not be able to 
control the bleeding. Therefore I elected to do a 
total hysterectomy. 


Dr. Meics: It was a mole and not an epi- 
thelioma? 

Dr. Linton: Yes. 

Dr. Dr. Thomas R. Goethals’s 
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opinion was asked and he advised hysterectomy 
rather than an attempt to empty the uterus. 

I remember one case we had at postmortem in 
which there was said to have been a fatal hemor- 
rhage from fibroids. However, we did not have 
an adequate history, so we did not know how long 
she had bled or how profuse the single hemor- 
rhage had been. 

Dr. Meics: Such patients are apt to bleed a 


large amount over a long period of time but not 
suddenly. i 


Dtacnosis 
Hydatid mole. 


Dr. Meics’s Dracnosis 


Hydatid mole (? chorionepithelioma). 
Submucous fibroid, with carcinoma of the cervix? 


ANATOMICAL DtacGNnosis 


Hydatid mole. 


PaTuHo.ocicat Discussion 


Dr. Mattory: The mole we found in the uterus 
consisted of grape-like cysts and grossly was quite 
benign looking. Histologically there was, as is 
often the case, a considerable degree of activity 
that makes one wonder a little whether it might 
not have been malignant. In any case of this sort 
the patient should be kept under observation and 
repeated Aschheim-Zondek tests should be done 
at frequent intervals. There are very few pathol- 
ogists with sufficient experience in this field to 
warrant complete confidence in their ability to rule 
out cancer in such a case. 

Dr. Meics: Were there any lutein cysts in the 
ovary? 


Dr. Mattory: None were noted. 


CASE 25062 
PRESENTATION OF CasE 


A forty-three-year-old, married American auto- 
mobile salesman was admitted complaining of 
right-sided abdominal pain. 

Fifteen months before entry the patient had ex- 
perienced a sudden, sharp knife-like pain in his 
abdomen immediately to the right of the umbilicus, 
which radiated toward the right side. The pain 
lasted for an hour and was sufficiently intense to 
cause him to lie down. During the next ten 
months somewhat similar attacks had occurred, 
gradually increasing in severity and frequency un- 
til at the end of this period he was having three 
to four such attacks each month. Most of them 
began in the right lower quadrant as a persistent 
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soreness, occurred usually in the evening and dis- 
appeared the following morning with the aid of ice- 
packs. After the first attack the pain was of a con- 
stant boring nature. It did not radiate and was 
not accompanied by gastrointestinal upsets, with 
the exception of slight nausea. He vomited on 
only one occasion. At the end of the tenth month 
he had had attacks on two successive days, was 
thought to have had appendicitis and had come 
to the Emergency Ward of this hospital. Physical 
examination showed only slight tenderness over 


the right abdomen. There were no positive lab- 


oratory findings. He was discharged home and 
told to return if the symptoms recurred. Follow- 
ing this he had had frequent attacks of cramp-like 
right lower abdominal pain but continued to work, 
although it was occasionally necessary for him to 
return home to rest and apply an icebag. The 
pain varied in its time of appearance but most 
commonly occurred three to four hours after a meal. 
Food and antacids occasionally gave partial relief. 
Vomiting resulted in the improvement of symp- 
toms, but the only reliable treatment was rest and 
icepacks. Motion increased the pain. Five weeks 
before entry he vomited one of his meals as essen- 
tially unchanged food. During these five weeks he 
vomited on fifteen or twenty occasions. The vom- 
itus did not contain blood or coffee-grounds ma- 
terial. During the previous few weeks the pain 
became constant. Four weeks prior to admission 
he again entered the Emergency Ward, stating 
that he had been in bed for the past thirty-six 
hours with right-lower-quadrant pain and had 
vomited twice. He had lost 8 pounds in weight 
since his discharge. Physical examination was neg- 
ative. The blood showed a white-cell count of 
16,800. After careful questioning he stated that his 
pain started in the right costovertebral angle and 
radiated around to the right lower quadrant. An 
intravenous pyelogram, Graham test and barium 
enema were negative. The following day he was 
much improved and was again discharged. Fol- 
lowing this he stated that he had felt a small lump 
3 or 4 cm. in diameter in his abdomen immedi- 
ately to the right of the umbilicus. Eleven days 
before admission the patient again came to the 
Emergency Ward stating that he had been having 
intermittent pain beginning in the right costover- 
tebral angle and radiating toward the pubis. Physi- 
cal examination was again entirely negative. A 
gastrointestinal x-ray series was done, which showed 
a 4m. ulcer crater, 2 cm. deep, on the lesser curva- 
ture of the stomach, just above the antrum. Bella- 
donna and dietary therapy prevented vomiting 
during the few days before admission to the wards, 
but the pain continued. During his entire illness, 
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though slightly constipated, he had not noticed 
black, clay-colored or tarry stools. He was an in- 
veterate smoker and drank a considerable amount 
of coffee and tea. He also had had many financial 
worries. His past and family histories were other- 
wise noncontributory. 


Physical examination revealed a thin, under- 
nourished male. Small, firm, movable, cervical and 
axillary nodes were palpated. The chest examina- 
tion was negative. The blood pressure was 132 
systolic, 90 diastolic. There was tenderness in the 
epigastrium, and spasm, which was apparently vol- 
untary. No masses could be palpated. There was 
no costovertebral tenderness. Rectal examination 
revealed tenderness and dullness high on the right. 
The extremities were negative. 

The temperature was 99.8°F., the pulse 90 and 
the respirations 15. 

The urine examination was negative. The blood 
showed a red-cell count of 3,950,000, with 87 per 
cent hemoglobin, and a a white-ell count of 8100 
with 77 per cent p lears. The non- 
protein nitrogen of the serum was 27 mg. per 
cent, the carbon-dioxide combining power 57.6 
vol., and the protein 6.8 gm. The chlorides were 
equivalent to 96 cc. of N/10 sodium chloride. A 
blood Wassermann test was negative. A gastric 
analysis showed 24 units of free acid and 38 units 
of total acid; following histamine, 62 units of free 
acid and 70 units of total acid; and one hour 
following the injection, 106 units of free acid and 
110 units of total acid. The gastric juice was water- 
clear, except for a small amount of bile-tinged, mu- 
coid sediment. Four stool examinations were 
guaiac positive. 

On the sixth hospital day a gastroscopic ex- 
amination was done. A large ulcer approximately 
3 cm. in diameter and 1 cm. in depth was seen on 
the lesser curvature. The margins were nodular, 
and the base was covered with barium and blood 
clot. The surrounding mucosa was nodular. 

On the twelfth hospital day an operation was 
performed. 


DiFrerENTIAL DiacNnosis 


Dr. Ricuarp H. Wattace: The history of pain 
in this case is certainly inconsistent and bizarre. 
At one time or another the pain suggests a lesion 
in a good many different places in the abdomen. 
For instance, fifteen months before entry he had 
sudden, sharp, knife-like pains which radiated to 
his right side and were debilitating. These at- 
tacks of pain which increased in severity and fre- 
quency and were followed by persistent soreness, 
constant and boring in nature, in the right upper 
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quadrant, somewhat suggest gallstone colic. At 
least one attack, however, was thought to be acute 
appendicitis, because he was brought into the 
Emergency Ward with that diagnosis. Later he 
had cramp-like right lower abdominal pain, and 
then shortly after that, although there is no men- 
tion of epigastric pain, the pain came on three or 
four hours after meals and sometimes was relieved 
by food and antacids — which suggests gastric or 
duodenal ulcer. Then it is noted that motion in- 
creased the pain. That is a little suggestive of 
peritoneal irritation, perhaps inflammatory. Next, 
the pain instead of being intermittent became con- 
stant. It started at the right costovertebral angle 
and radiated around to the right lower quadrant. 
One might think of some renal lesion. Then the 
patient thought he noticed a lump 3 or 4 cm. in 
diameter, but this was not confirmed on physical 
examination despite the fact that he was a thin 
undernourished man upon whom it was appar- 
ently possible to do a satisfactory abdominal exam- 
ination. The pain again became intermittent and 
is described as beginning at the right costovertebral 
angle and radiating to the pubis, suggesting ure- 
teral colic. All this is quite difficult for me to put 
together. We have two tangible leads — the x-ray 
study and the gastroscopic examination. I think 
we might see what the films show. 

Dr. Ricnarp Scuatzki: A case like this means 
a lot of worry for the roentgenologist. You can 
see a large crater, but it is wider and not so deep as 
that in a case* we discussed recently. In other 
words it is not so penetrating in character as the 
other crater. Furthermore, the surrounding in- 
duration is quite extensive, involving an area meas- 
uring 10 cm., so that the crater represents only a 
part of the diseased area. Unless one can demon- 
strate a definite tumor mass in such a case, I 
think it is fairly impossible to say from the x-ray 
whether the lesion is benign or malignant. 

Dr. Wattace: At least we have a definite 
lesion in the stomach. In regard to all the other 
suggestions, — gall-bladder disease, appendicitis and 
renal or ureteral stones,—there is very little 
else in the history or the findings to substantiate 
any of them. The pyelogram and the Graham 
tests were negative. The urine is reported as 
negative. I believe that we can rule out gross dis- 
ease of that sort. 

We come back to the old question, Is the lesion 
benign or malignant? From the history the type 
of pain is certainly not that of a gastric neoplasm. 
There is no mention of epigastric pain. There is 
a suggestion that the pain came on at a very 
definite period after meals and that it was re- 


*Case 25012. Case Records of the Massachusetts General Hospital. New 
Eng. J. Med. 220:35, 1939. 
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lieved by food and soda. The laboratory data add 
no helpful information until we get to the gastric 
analysis. That is certainly consistent with ulcer. 
We are reminded of the statement in the history 
that “he had had many financial worries,” so there 
is considerable to make us believe that this may 
have been a benign ulcer. 


On the other side of the fence the gastroscopic 
examination not only revealed the presence of 
the ulcer, as described by x-ray, but also showed 
that the ulcer margins and the surrounding mu- 
cosa were nodular. That definitely rules out 
benign ulcer, and so we must assume that we 
are dealing with a neoplasm of the stomach of 
some sort. Could this have been a leiomyosar- 
coma? I judged from reading the x-ray report 
that there was very little bulk to this tumor, but 
Dr. Schatzki suggested that there may have been 
10 cm. of induration. 

Dr: Scrtatzki1: But not a real mass. 

Dr. Wattace: That, I believe, is against leio- 
myosarcoma. It is usually a bulky tumor and 
less likely to have ulceration of this sort. In the 
ones I have seen, the outstanding sign has been 
hemorrhage. We have very little to suggest that 
in the history, although there were four guaiac- 
positive stools. The vomitus had not been grossly 
bloody at any time, and I am inclined to rule 
out leiomyosarcoma. Some very rare type of sar- 
coma might explain the picture, but I do not know 
how one could make such a diagnosis. Certainly 
it is hard to rule out a carcinoma with central 
ulceration, though the one thing that makes me 
hesitate is the high acidity of the gastric contents. 
One usually expects anacidity in extensive cancer 
of the stomach. Certainly in a good many cases 
of cancer of the stomach there is a fairly normal 
acidity, but I believe it would be very unusual to 
have as high an acidity as this is. 


I am interested in the small, fairly movable, 
cervical and axillary nodes mentioned in the physi- 
cal examination. I do not imagine that they were 
biopsied or there probably would be some note of 
it. Although Dr. Mallory has, at times, made the 
statement that in cases gastrointestinal 
lymphoma the lymph nodes are likely to show no 
metastases, I still believe that lymphoma of the 
stomach might produce this picture. It is more 
likely to be associated with high acidity than is 
cancer, and might account for the fullness by 
rectum, although, of course, that might have been 
metastatic carcinoma. On the law of averages 
this ought to be a cancer of the stomach, but I am 
inclined to make my first choice lymphoma, with 
carcinoma of the stomach a close second. 

Dr. Epwarp B. Benepicr: I did the gastroscopy 
on this patient, and from the size of the ulcer, the 
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irregular margins and the nodular appearance of 
the surrounding tissue, concluded my report by 
saying it was very suspicious of cancer. I have 
been fooled by a nodular appearance’s being duc 
to very marked hypertrophic gastritis, and there- 
fore I was not sure about cancer. In making 
this differential diagnosis, Dr. Schindler, the in- 
ventor of the flexible gastroscope, believes that 
the presence of the circulating blood is very help- 
ful in showing up the irregular outline of carci- 
noma, as distinguished from the smooth margin 
of benign ulcer, and that the gastroscopist studving 
the living tissue therefore has an advantage over 
the pathologist examining the gross specimen after 
removal. Only long experience will settle this 
point. 


PreoperATIVE DIAGNOSES 
Benign gastric ulcer. 
Carcinoma of stomach? 


Dr. Wattace’s Diacnosis 


Lymphoma of stomach. 
Carcinoma of stomach? 


ANaToMicaL Diacnosis 


Carcinoma of stomach, with secondary peptic 
ulceration. 


PaTHoLocicaL Discussion 


Dr. Tracy B. Mattory: This stomach was re- 
sected with a clinical diagnosis of benign ulcer. 
When the specimen reached the laboratory we 
found a very extensive but rather shallow ulcera- 
tion (Fig. 1). The borders were considerably un- 
dermined. The whole base of the ulcer showed 
the typical fibrinoid membrane of a peptic ulcer 
that is in the stage of acute progression, but on 
microscopical examination it was seen that there 
were atypical glands invading the submucosa. Each 
of several sections showed recognizable foci of 
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carcinoma at the margins of the ulcer. In other 
words cancer completely surrounded the area of 
ulceration so that the probabilities are again in 


favor, to my way of thinking, of an extensive car- 


Figure 1. Ulcerated Lesion at Lesser Curvature. 
cinoma which had been almost completely eroded 
by a peptic ulcer. 

Dr. Aten G. Braitey: 
pearance due to cancer? 

Dr. Matiory: It may have been, though we 
could not verify it. As Dr. Benedict says it may 
have been more obvious in life than it was after 
resection. We could not call this cancer from the 
gross examination in the laboratory, even by palpa- 
tion, and I think you will agree that in the picture 
it looks perfectly benign. 

Dr. Granttey W. Tayior: Did you find that 
stretch of 10 cm. of induration? 

Dr. Mattory: There was a fairly extensive gas- 
tritis on both sides of the tumor, but we did not 
find any extensive tumor infiltration; in fact it was 
barely enough to establish the diagnosis. 


Was the nodular ap- 
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ORGANIZATION OF 
MEDICAL SERVICES 


Tue rapid increase in medical knowledge and 
facilities not only has raised the problem of dis- 
tribution of costs of medical care but also has cre- 
ated a problem of organizing medical services in 
the interest of efficiency and economy. In estab- 
lishing the boards of certification in the various 
specialties of medicine and surgery the profession 
has taken cognizance of its being divided into many 
branches and of the necessity of having qualified 
specialists. We do not intend to discuss here the 
pros and cons of specialization. Accepting speciali- 
zation as it exists today, questions arise which de- 
serve consideration. 

One may ask if the profession has taken ade- 
quate cognizance of the specialty of “family physi- 
cian.” The question raised differs from one con- 
cerned with the importance of the family physi- 
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cian. The point to be made is whether or not 
the family physician is trained today purposely 
to care for the plus or minus eighty per cent 
of illness for which he is a specialist and gives 
proper and economical care. And after acquiring 
his training, is the family physician properly co- 
ordinated in the general scheme of modern medi- 
cine with other specialties so that there is a rea- 
sonably efficient supplementation and a reason- 
able absence of overlapping? On the one hand, 
we liave the so-called specialists trained in the 
application of physiological, chemical, pathologicai 
or other special knowledge or technics to the diag- 
nosis or treatment of disease. On the other hand, 
we have the family practitioner who cares for the 
vast majority of illness that does not demand such 
technical knowledge but nonetheless calls for a 
very specialized type of ability. It is as inefficient 
to have the so-called specialist of today trained to 
deal with all phases of minor illness, which he 
never sees, as to have the family practitioner trained 
to use technical knowledge and facilities for which 
he will but occasionally encounter the need. 

A sound approach to an economical and efficient 
organization of medical service is based perhaps on 
a recognition of the truth of two statements in 
which a paradox seems to appear but actually does 
not occur. First, medical knowledge and art have 
grown beyond the capacity of the individual physi- 
cian. Secondly, eighty per cent of society's ills 
can be properly cared for by the family physician. 

Under a properly organized medical service there 
is no antagonism between the specialists of the large 
clinics and the family practitioners. The services 
of the one supplement those of the other in a field 
so vast that neither alone is adequate. The former 
make available to the practitioner diagnostic special- 
treatment clinics. They introduce new methods 
of medical and surgical therapy. They give teach- 
ing clinics, publish papers and speak before medical 
societies, and thus, free ef charge, give to the prac- 
titioner the new medical knowledge that from 
year to year becomes his stock in trade. On the 
other hand, the practitioners refer patients to the 
clinics. Many of them give much of their time 
and experience to the clinics, thus providing the 
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clinics with the special knowledge that they alone 
possess. They accept the responsibility of caring 
for patients after discharge from the clinics and 
thus relieve the latter of a service they are not 
equipped to carry. The mutual dependence of 
these two groups of physicians is evident. 

Attempts to organize medical services must rec- 
ognize those aspects of medicine best, designated 
as its art and its personal relations, as well as its 
sciences, technics and equipment. The inclusion 
of all these into the scheme of things is what makes 
the problem of organization difficult. There seems 
to be no reason why organization necessitates regi- 
mentation, if it be accomplished willingly by those 
who render the service. There seems no reason 
to believe that proper organization of medical 
services should affect deleteriously the position of 
the family physician. Granted for the sake of 
argument that specialization is here to stay, the 
family physician need not be relegated to the bar- 
gain basement, but rather elevated to a high posi- 
tion among specialists. 

One may well ask whether efficient medical care 
requires less specialization with more individualistic 
professional service or more specialization with bet- 
ter co-ordination between the services rendered by 
specialists, among whom the family physician is 
the most important. 


CANCER AND CIVILIZATION 


One of the most frequent misconceptions with 
regard to the origin of cancer is the belief that 
it is related to civilization. For years the state- 
ment has been current that savage races are prac- 
tically free from cancer. The reasons for this mis- 
conception are obvious. The sick savage rarely 
comes under formal medical attention, and if he 
does, the facilities for investigation are such that 
unless the disease is far advanced or superficial, 
the chance of diagnosis is relatively slight. 

Undoubtedly there are marked variations in the 
incidence of different types of cancer, but in gen- 
eral the cancer rate tends to maintain a fair de- 
gree of constancy in different localities where 
diagnosis is accurate and medical attention readily 
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available. In most regions where interest in can- 
cer has been developed, the death rate tends to 
lie between 110 and 140 per 100,000. We know 
now that the Chinese have their full share of can- 
cer, with primary cancer of the liver one of the 
very prominent forms. We know that the na- 
tives of India are frequent victims of cancer of 
the mouth and upper respiratory passages. We 
know that skin cancer is not infrequent among 
many of the primitive peoples, particularly in 
swampy regions where leg ulcers are prevalent 
and neglected. 

One of the most careful recent studies of the 
incidence of cancer among primitive peoples is that 
of Bonne and his associates.* Among most primi- 
tive people there is no worth-while evidence as to 
the incidence of any disease. This is in large part 
due to the failure of the savage to recognize in- 
ternal disorders as disease, tending rather to regard 
them as the effects of the presence of an evil spirit. 

If we take the hospital records in Batavia, Singa- 
pore or Manila, the liver is the outstanding site 
of cancer. Virtually none of these cases would be 
recognized had the patients not died in large hos- 
pitals where autopsies are performed. Bonne and 
his co-workers estimate the incidence of cirrhosis of 
the liver in the Dutch East Indies as 6.9 per cent 
for male Malays; this is undoubted!y a factor in the 
frequency of carcinoma of the liver. In Batavia, 
among the Malays cancer of the stomach does not 
appear among the ten commonest forms of cancer 
although among the Chinese and Japanese its in- 
cidence is nearly as high as that in the Western 
hemisphere. The Malays, however, do show a high 
incidence of skin cancer and of malignant tumors 
of the cervical lymph nodes. 

When the native population in the Far East 
is carefully studied, it becomes apparent that, once 
adjustments are made for age and the high inci- 
dence of such infectious diseases as cholera and 
plague, the incidence of cancer differs but little 
from that in European or American communities. 
On the other hand there is material variation in 
the primary sites of the disease. 


onegoro, 
in Malays and Catone and the different incidence of gastric ulcer and cancer 
in these caces. Am. J. Cancer 33:265-280, 1938. 
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SECTION OF OBSTETRICS 
AND GYNECOLOGY* 
Raymonp S. Titus, M.D., Secretary 


330 Dartmouth Street 
Boston 


PosrepartuM HEMORRHAGE 


Mrs. M. B., a twenty-one-year-old primipara at 
term was admitted to the hospital in labor on 
November 10, 1938. 

Her family history contained nothing of un- 
usual note. The patient had had measles and 
scarlet fever. Catamenia began at twelve, were 
regular, with a twenty-eight-day cycle, and lasted 
four days. Her last period was February 1, mak- 
ing her expected date of confinement November 
8. The pregnancy had been uneventful. 

Physical examination on entry showed a well- 
developed and nourished young woman. The 
heart was not enlarged; there were no murmurs. 
The lungs were clear and resonant; there were no 
rales. The fundus was 30 cm. above the sym- 
physis. The vertex presented in the ODP posi- 
tion and was lightly engaged. The fetal heart 
was distinctly heard in the right lower quadrant. 
On rectal examination, the cervix was found to 
be soft and partly taken up. The os admitted 
one finger, and through this the presenting part 
could be felt in high mid-position. The sacral 
promontory did not protrude abnormally; the 
vaults were free; and the pelvic outlet was ample. 
The membranes were intact. There was no edema 
of the extremities. The temperature, pulse, respira- 
tions, blood pressure and urine were all normal. 


The patient had an inactive labor, her pains 
coming at irregular intervals and being of varying 
intensity. Nembutal, in moderate dosage, was 
used for the control of pain. At the end of about 
thirty hours she was fully dilated, with the occi- 
put rotated to a right transverse position. The 
contractions at this time were good, but still ir- 
regular. Gas and oxygen was given with the 
pains for about an hour, with the patient bearing 
down during contractions, but little was accom- 
plished either in rotation or descent of the head. 
Because of this lack in progress forceps delivery 
was decided on. Under nitrous oxide, oxygen 
and ether anesthesia a forceps was applied to a 
partially rotated ODP, after a right oblique episiot- 
omy, and delivery of an 8-pound, 10-ounce baby 

*A series of selected case histories by members of the section will be 


published weekly. Comments and questions subscribers solicited 
and will be discussed by members of the 
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was effected without undue traction. The episiot- 
omy was sutured in routine fashion. 

Fifteen minutes after the birth of the baby, 
the placenta separated and was expressed from 

lower uterine segment by moderate pressure 
on the fundus. An ampule of Ergotrate was in- 
jected into the thigh muscles at this time. The 
placenta and membranes were found to be com- 
plete. The fundus did not contract well, and a 
large quantity of blood was expelled from the 
vagina. Pituitary extract and more ergot were 
given intramuscularly; ice was applied to the fun- 
dus and it was held lightly. As more than nor- 
mal bleeding continued though the fundus seemed 
firmer, the cervix was examined digitally. No 
deep tear was felt on either side. The foot of the 
bed was tipped up, ice was continued on the 
fundus, and glucose in saline was started intra- 
venously. At this time the patient was pale, with 
a pulse of 120; her blood pressure, despite the 
blood loss, was 120 systolic. Typing for transfu- 
sion was . The uterine muscle remained 
flabby, and while no large hemorrhage occurred, 
there was a steady staining of the vaginal pads 
which was considerably more than normal in 
amount. One-quarter grain of morphine was 
given subcutaneously. 

Three hours after delivery, with the hemor- 
rhage continuing, the pulse 130 and the blood 
pressure 100 systolic, the uterine cavity was explored 
manually under nitrous oxide and oxygen anes- 
thesia. No remnant of placenta could be felt, and 
with a speculum in the vagina, no marked cervical 
tear was found. The uterus and vagina were 
firmly packed with gauze and an ampule of Ergo- 
trate was injected intravenously. The patient was 
then transfused with 500 cc. of citrated blood. Her 
condition improved rapidly. She did not stain 
through the packing; the fundus remained firm 
around the gauze; the pulse came down to 100; 
the blood pressure went up to 120 systolic; and 
her color improved. At the end of twenty hours 
the packing was removed from the vagina and 
uterus. No hemorrhage followed. Fluids were 
forced and iron given by mouth thereafter, and 
the subsequent puerperium was uncomplicated. 


Comment. This case of uterine atony is typi- 
cal of those patients who have no profound hem- 
orrhage but continue to bleed without showing 
normal periods of contraction. No great amount 
of blood was lost at any time, and yet the blood 
pressure continued to fall and the pulse became 
more rapid —not over a period of minutes but 
during the course of two or three hours. 

The usual treatment of cases that continue to 
bleed as this one did was carried out successfully. 
The cervix was inspected and found not to be 
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lacerated. The fundus was examined manually 
and found not to contain any placental tissue. The 
uterus was packed in consequence, and the patient 
was transfused. Years ago hot intrauterine 
douches were frequently employed in cases of 
this type; they are rarely resorted to now. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts Med- 
ical Society in co-operation with the Massachusetts De- 
partment of Public Health, the United States Public Health 
Service and the Federal Children’s Bureau, have been ar- 
ranged for the week beginning February 13: 

BRISTOL NORTH 
Thursday, February 16, at 4:00 p. m., at the Morton 
Hospital, Taunton. Subject—Bright’s Disease 
and Hypertension: Evaluation of new therapy: 
Diagnosis. Instructor: W. Richard Ohler. Lester 
E. Butler, Chairman. 


BRISTOL SOUTH (Fall River Section) 
Tuesday, February 14, at 4:00 p. m., at the Union 
Hospital, Fall River. a Latent 


syphilis — diagnosis and treatment. Instructor: 
Francis M. Thurmon. Howard P. Sawyer, 
Chairman. 


MIDDLESEX EAST 

Tuesday, February 14, at 4:00 p. m., at the Melrose 
Hospital (Colby Hall), Melrose. Subject — 
Whooping Cough: The present status of vaccine 
therapy both as prophylactic and _ therapeutic 
measure, the early diagnosis by laboratory pro- 
cedures, and the treatment of complications. In- 
structor: R. Cannon Eley. Walter H. Flanders, 
Chairman. 


MIDDLESEX NORTH 
Thursday, February 16, at 4:30 p. m., at St. John’s 
Hospital, Lowell. Subject— Gonorrhea: Mod- 
ern treatment of gonorrhea. Instructor: Weston 
T. Buddington. William S. Lawler, Chairman. 


REGULATION OF THE PRACTICE 
OF MEDICINE IN MASSACHUSETTS* 


There are in Massachusetts; as in every other state, sev- 
eral kinds of regulation of the practice of medicine, but 
the only kind that I shall talk about today is control by 
law. This regulation may be described in a general way 
by saying that the State declares that certain persons shal 

be licensed to practice medicine and it prohibits the prac- 
tice by any unlicensed person. 

This does not mean that the State sets forth in detail 
how a doctor shall treat his patients. If he is licensed 
he may use drugs or he may operate; he may treat the 
mind or treat the body by means of massage or exer- 
cise: he may employ any resource of any of the cults, ac- 
cording to his own judgment and conscience. But his 
practice may be stopped if he becomes insane or a felon 
or a drug addict, or if he is guilty of deceit or of gross 
professional misconduct,— whatever that may be,—or 
if he violates any law of the lands 4 with ref- 

*A “Green Lights to Health’ broadcast given by Dr. 

, December 28, and 


Stephen 
on W by the Public Education Com- 
por Bn of the ‘Massachusetts Medica Society and the Massachusetts Depart- 
ment of Public Health. 
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erence to the practice of medicine. It is of supreme im- 
portance that only the right kind of person be admitted 
to practice. I shall point out to you later that in spite of 
its importance, the kind of person is one of the things to 
which the statute pays little attention. 

Ordinarily if one is planning a course of action, such 
as, for example, the regulation of the practice of medicine, 
one attempts to make clear just what it is that one is try- 
ing to regulate. The physician wants to know in a gen- 
eral way what he may do; the patient wants to know 
what may be done to him; and the court may want the 
guidance of a law when it has to decide whether a given 
act is or is not illegal. 


want, and you will leave out something that ought to 
go in; secondly, it is not necessary—we have heap 
gotten along without it. These objections may be real 
or imaginary. 

It would be interesting to review historically, if there 
were time, the changes which have taken place in what 
is meant by the practice of medicine, especially since there 
is still confusion in the minds of many persons. The 
word medicine has today at least three meanings, which 
give no trouble in ordinary conversation but which have 
caused much discussion when the enforcement of the law 
is under consideration. 

When we say medicine we may mean a drug as dis- 
tinguished from a food; or we may mean a branch of the 
healing art which is distinguished from surgery; or we 
may mean the whole healing art itself as distinguished 
from law or theology or engineering. There are always 
those who say they are not practicing medicine because 
they do not use drugs or because they do not operate. Yet 
they are practicing medicine because they are treating 
people who are sick for the purpose of giving relief (per- 
haps even of making them well), and it would be help- 
ful in law enforcement if the statute said just this. 

Why should the State forbid the practice of medicine 
by any person who is not licensed? Many persons have 
asked this question, and there are at least three groups 
in the community who as a matter of principle deny the 
right of the State to interfere with the practice of medi- 
cine. But it is not worthwhile to discuss these views now, 
however important they may seem to the holders thereof, 
as the courts have on numerous occasions upheld the 
power of the State to determine the conditions under 
which medicine may be practiced. At one time there was 
no statutory regulation in Massachusetts. Then came a 
period of regulation, closed in 1859 by the abolishment of 
all state control, for reasons which we cannot go into now. 
It is interesting to note that Massachusetts was the last 
to take this backward step. For thirty-five years only the 
criminal law was effective. Then in 1894 Massachusetts 
again decided that some regulation was necessary and 
created a Board of Registration in Medicine. It was next 
to the last state to do so. Of the striking slowness of 
Massachusetts to enact legislation ee its citizens 
against unqualified practitioners of icine, I shall speak 
again later. 

The reason why such protection is necessary is that 
most people have no way of telling by their own judg- 
ment who is a competent physician, nor can they tell very 
well even by experience. It is a field outside of anything 
of which they have adequate knowledge. Through im- 


Massachusetts has never attempted to define the prac- 

tice of medicine, although in nearly every other state of 

the Union there is some definition, generally regarded 

‘ as very satisfactory for the pur of administration. 
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memorial tradition and custom and through actual knowl- 
edge and skill, the physician possesses vast power. In the 
nature of the relation of physician and patient, this power 
must often be exercised with no control except the con- 
science of the physician. For example, at the time of an 
emergency there can be no outside control. It is on ac- 
count of this vast power and the danger from its improper 
use that the public should be protected against unquali- 
fied physicians, whether they be ignorant or unskillful, 
but especially if they be not conscientious and do not safe- 
guard the welfare of the patient. 

How is the regulation of the practice of medicine car- 
ried on in Massachusetts? Since 1894, as previously stated, 
there has been a Board of Registration in Medicine, con- 
sisting of seven physicians who have been at least ten 
years in practice, appointed by the governor (one each 
year), with the approval of the executive council. The 
choice of the governor is subject to two important re- 
strictions: no member of the Board can be a teacher in a 
medical school; and not more than three members of the 
Board can be members of one chartered state medical so- 
ciety. The second restriction was perhaps of some value 
when there were three state medical societies and when 
the spirit of partisanship ran high. It is of doubtful value 
at the present time. The first restriction, preventing 
teachers of medicine from being appointed to the Board, 
was presumably to prevent them from using undue influ- 
ence in assisting the graduates of medical schools in 
which the men were teaching. This restriction also is of 
very doubtful value at the present time, and it has a clear 
disadvantage because it gives preference to examiners who 
are least likely to know how to give examinations and how 
to judge the results. This is important because other 
provisions of the statute make ability to pass the examina- 
tion the chief test of fitness to practice medicine. 

The Board then, acting under special directions of the 
statute, has two chief duties: to license physicians whom 
it deems qualified, and to unlicense physicians, once 
deemed qualified, who by their action have shown cause 
for disqualification. 

The conditions for admission to examination for license 
are that the candidate must be twenty-one years of age, 
of good moral character and a high-school graduate and, 
after attending a four-year medical course of not less 
than thirty-two weeks in each year, must have received 
the degree of doctor of medicine or its equivalent from 
a school legally chartered and empowered to confer such 

a degree. Concerning the examination the statute says 
it shall include certain subjects but makes this significant 
requirement: “It shall be sufficiently thorough to test the 
fitness of the candidate to practice medicine.” 

This raises at once the question whether any examina- 
tion that the Board can give will fulfill this condition. The 
fundamental tests of fitness are knowledge of the body 
and the mind of the patient, knowledge of the resources 
of the science and the art of medicine, skill in their ap- 
plication, sympathetic understanding of humanity, and a 
character which will enable the physician to carry well 
the responsibilities of his profession. 

A written, examination can be devised to test knowl- 
edge, a practical examination will test skill. But what ex- 
amination can the Board devise for finding out the kind 
of person the candidate really is? The statute shows too 
much confidence in the adequacy of examinations. This 
confidence is not justified by the results. In this respect 
Massachusetts differs again from the statutes of nearly 
all the other states. If the candidate meets the require- 
ments of the statute and passes the examination, he is 
given a license to practice. 
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Taking away the licenses of physicians deserves much 
more time than can be given to its consideration now. I 
have already referred to some of the disqualifications be- 
cause of which a license may be suspended or revoked, 
and most of these need no further comment because 
they are clear and definite. But one may well ask the 
meaning of * ‘gross misconduct in the practice of his pro- 
fession,” which is one of the reasons given for taking 
away a physician's license to practice. Objection has been 
made by certain persons to the use of such a vague ex- 
pression, although a similar phrase occurs in the statutes of 
other states. But the courts have upheld the use of the 
words “gross misconduct.” The significance of the phrase 
lies in the suggestion that there is a relation between phy- 
sician and patient (different from a business contract) 
which is fundamental. There is usually no formal con- 
tract between the physician and the patient. But when 
the patient places himself in the care of the physician, he 
entrusts his well-being to the doctor, and the two persons, 
without any formal contract, might be said to be like a 
trustee of a trust tund and the beneficiary of the trust. 
Any failure on the part of the physician to discharge 
faithfully the duty of physician as trustee may be regarded 
as professional misconduct. 


Q. Dees everyone who wishes to practice medicine 
in Massachusetts have to pass the examination set by the 
Massachusetts Board of Registration in Medicine? 

A. The law says he must pass a written examination 
but it also specifies one examination which the Board may 
accept in place of its own. This is the examination set 
by the National Board of Medical Examiners. 

Q. Is this National Board part of the federal govern- 
ment 

A. No; it is a private organization which includes 
representatives of the medical branches of the federal 
government as well as representatives of several private 
medical organizations of national scope. 

Q. Does the license of the National Board permit prac- 
tice anywhere and everywhere in the United States? 

A. No; the National Board has no power at all to li- 
cense, and the certificate which it gives is called a diploma, 
certifying only that the candidate has passed the examina- 
tion. 

Q. How many states are authorized by their laws 
to accept the National Board examination? 

A. There are now over forty states which accept this 
examination in place of their own. 

Q. Why do so many states accept this examination if 
it is given by a private organization? 

The requirements for admission to this examina- 
tion have been so high and the examination has proved 
to be so searching and so comprehensive that it has come 
to be regarded as more difficult than any state board ex- 
amination. 

Q. Does any state accept the examination of another 
state in place of its own? 

A. Yes; many states issue licenses on the basis of what 
is called reciprocity between the states. But it is interest- 
ing to note that no other state has established reciprocity 
relations with Massachusetts in this respect. 

Q. Why is that? 

A. That is because for years the standards for admis- 
sion to practice medicine in Massachusetts have been 
so low that no other state would accept them. 

Q. But you do not mean to say that Massachusetts 
is below the other states in its standards? 

A. Yes. That is just what I mean to say. While the 
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other states have gone ahead, Massachusetts has stood 
still, It is true that in 1936 a law was passed giving 
power of approval of medical schools from which candi- 
dates are admitted to examination, which law, if effec- 
. tive, would put Massachusetts approximately on the level 
of most of the other states, but the effective date of the 
act, set originally for January 1, 1939, was changed by the 
legislature this year to January 1, 1941. 

Q. Why was this postponement authorized? 

A. There was very 1 opposition to the bill be- 
fore it became law, and since then there have been very 
vigorous efforts to make the law of no effect. If you are 
really interested in this question, I suggest that you 
should interest your own senator and your own represen- 
tative in the General Court. I can assure you that oppo- 
sition to this law is not offered by those that have the 
health of the public—that is to say, your health —as 
their first interest. 


MISCELLANY 
CONNECTICUT NEWS 


Hurricane AND FLoobd 


On September 21, and for several days following, Con- 
necticut suffered a major disaster with irreparable loss of 
life and property. A tidal wave wiped out many summer 
colonies. The maximum water level for the Connecticut 
River at Hartford was 35.4 feet above mean sea level, only 
about 2.2 feet below the record 1936 flood level. Public 
water-supply systems and sewage-disposal systems were 
damaged, many sections were flooded by polluted water, 
wells were contaminated, and relief workers were ex 
to possible outbreaks of intestinal disease. In spite of all 
this, very little illness resulted. To the state and local health 
departments and to the Red Cross is due much praise for 
excellent preventive health work. Sixty-eight deaths re- 
sulted from the hurricane, 56 of these from drowning and 
12 from collapse of buildings or from falling trees. 


Mipwire INsTITUTE 


The Fifteenth Annual Midwife Institute was held at the 
New Haven Department of Health on November 3. The 
institute affords the midwives in the State an opportunity 
to learn new methods for caring for maternity patients 
and newborn infants. In addition to 22 midwives, sev- 
eral health officials, public-health nurses and hospital ma- 
ternity nurses attended. 


New Cuter oF Division oF Crippcep CHILprREeN 


Following the resignation of Dr. Russell V. Fuldner as 
chief of the Division of Crippled Children, Connecticut De- 
partment of Health, the appointment has been announced 
of Dr. Louis Spekter as his successor. Dr. Spekter is a 
graduate of Trinity College and the University of Roches- 
ter School of Medicine. He served an internship at Duke 
University Hospital and has specialized in pediatrics. 


Report or State HeattH ComMMiIssionER 


Dr. Stanley H. Osborn, state health commissioner, in his 
biennial report to Governor Cross, made the following 
recommendations: (1) the appointment of a properly 
trained and qualified person to advise on housing activi- 
ties and slum-clearance programs; (2) the furnishing of 
suitable quarters to house the Connecticut Department of 
Health; (3) the establishing of state grants to towns to 
aid them in forming co-operative full-time health depart- 
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ments under the Sanitary District Law; (4) the appropria- 
tion of a contingent fund that will be available to handle 
the emergencies affecting the health of the State between 
sessions of the General Assembly; (5) the instituting of 
an intensive case-finding program to aid in locating early 
cases of tuberculosis in the small cities and towns; (6) 
the beginning of a pneumonia program for supplying serv- 
ice for pneumococcus typing and for purchasing anti- 
pneumococcus serums to be used by those unable to pay 
for them; (7) the allotment of an appropriation to assist 
towns to carry out indexing and binding of their old 
vital-statistics records, started by the State in 1935. The 
Public Health Council whose report accompanied that of 
the commissioner recommended: (1) an increase in the 
budget of the Connecticut Department of Health from 
$850,000 for two years to about $1,400,000 and (2) finan- 
cial state aid to towns lacking adequate tax receipts so that 
sufficient state and local money may be available to match 
federal funds for health projects. Connecticut's death 
rate of 10.1 deaths per 1000 population in 1937 was equal 
to the lowest in the history of the State and was lower 
than that of Massachusetts, Rhode Island or New York. 


PrepayMENT Unper State Controi 


A bill setting up regulations for the operation of non- 
profit corporations providing hospital-care insurance on a 
prepayment basis has been approved by the Governor's 
Committee on Prepayment Hospitalization. This bill 
will be introduced at the coming session of the General 
Assembly. The bill, placing supervision of ali such plans 
in the hands of the insurance commissioner, would permit 
the continuance and expansion of the three plans now op- 
erating in the state, the organization of new plans where 
needed and the merger of any or all of them. The Gov- 
ernor expressed his appreciation of the work of this com- 
mittee. The report of the committee, which is headed by 
Dr. Wilmar M. Allen, director of the Hartford Hospital, 
made twenty specific recommendations. 


PrepaAyMENT HospitavizaTion Spreavs to Hartrrorp 


The Plan for Hospital Care, Incorporated, a non-profit 
organization designed to cover future hospital bills of 
every employed man and woman, is now in operation in 
the Hartford area. Already in successful operation in 
New Haven and Waterbury and having a state member- 
ship of more than 44,000 persons, it has now added to 
its list of member hospitals the following: Hartford Hos- 
pital, St. Francis Hospital (Hartford), Mt. Sinai Hospital 
(Hartford), Manchester Memorial Hospital, Charlotte 
Hungerford Hospital (Torrington), and Middlesex Hos- 
pital (Middletown). The Plan for Hospital Care was in- 
augurated in Connecticut in September, 1936, the first sub- 
scribers joined in April, 1937, and within eighteen months 
the plan became the twelfth largest of the forty similar 
plans throughout the United States. 


Hartrorp INrant Morrauiry Rate 


Hartford’s infant mortality rate for 1937 was 32.25, a 
much lower rate than that for the United States as a 
whole. Premature birth and injuries at birth are two fac- 
tors of importance in maintaining the infant mortality 
rate as high as it is. 


Wuoopinc Coucu 
Whooping cough ranks first in Hartford as a cause of 


death among the communicable diseases of childhood. 
The average number of deaths per year during the last 
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ten years for whooping cough has been 4.4, for measles 
3.7, for diphtheria 2.3 and for scarlet fever 1.4. All deaths 
from whooping cough have been among children under 
four. 


Expansion oF Mr. Sinai Hospirar 


A $250,000 program for building improvements and ex- 
pansion of Mt. Sinai Hospital, Hartford, has been an- 
nounced. A campaign for funds will be formally launched 
in February. The present structure will be renovated and 
an east wing added, thus increasing the hospital bed ca- 
pacity to more than 100. Clinical facilities will be en- 
larged and additional private rooms will be provided. The 
outpatient department will be expanded. The new wing, 
to be constructed of red brick with brownstone trim, will 
be three stories high and will provide about 22,000 addi- 
tional square feet of space. 


DesaTe on SoctaLizep MEDICINE 


The Get Together Club of Hartford recently held a de- 
bate on the subject of socialized medicine at one of its 
regular monthly meetings. Dr. Creighton Barker, of New 
Haven, executive secretary of the Connecticut State Medi- 
cal Society, presented the platform of organized medicine, 
while Dr. Kingsley Roberts, of New York, medical direc- 
tor of the Bureau of Co-operative Medicine, advocated 
health insurance under the co-operative plan. Disagree- 
ment between the two speakers centered around the point 
that salaried physicians would be inferior to fee-paid phy- 
sicians where the former are grouped together and paid 
fixed salaries through a third party. 


Dr. Novak Guest SPEAKER 


Dr. Emil Novak, of Baltimore, was selected to be the 
guest speaker at the first public meeting sponsored by the 
Medical Information Bureau of the Hartford Medical So- 
ciety and the Hartford County Medical Association. His 
subject was “Cancer: A message of hope.” About 2500 
people from Hartford and the surrounding towns were 
present to hear Dr. Novak’s very timely and interesting 
lecture. 


Lecture Series aT NEUROPSYCHIATRIC INSTITUTE 


On November 2 the first of a series of staff lectures was 
held at the Neuropsychiatric Institute of the Hartford Re- 
treat. The speaker was Dr. Lawrence Kolb, assistant 
surgeon general of the United States Public Health Serv- 
ice, and his subject “Drug Addiction.” Dr. Kolb ex- 

the belief that due to the Harrison Narcotic Act 
of 1915, drug addiction is not increasing in the United 
States at present, except perhaps in the case of mari- 
huana. On November 16 Dr. Bernard Dattner, of Vienna, 
spoke on “Syphilis of the Nervous System.” He outlined 
the methods used in fever therapy for cerebrospinal 
syphilis. 


Hartrorp Hospirat Starr APPOINTMENTS 


The Board of Managing Directors of the Hartford Hos- 
pital at its annual meeting recently announced the ap- 
pointment of the hospital staff for the ensuing year. 
Twenty-one promotions and four new s were 
announced. The new appointments, all as clinical as- 
sistants, follow: Dr. Frank O. Wood, Department of Ob- 
stetrics and Gynecology; Dr. Wendell C. Hall, Department 
of Radiology; Dr. William J. Neidlinger, Department of 
Otorhinolaryngology; Dr. F. Earle Kunkel, Department 
of Dermatology. 
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APPOINTMENT OF New Mepicat Examiner iN Hartrorp 


Dr. Perry T. Hough was appointed medical examiner 
in Hartford in October to succeed Dr. Henry N. Costello. 
Dr. Hough is a graduate of Trinity College and McGill 
University Faculty of Medicine and served an internship at 
the Hartford Hospital. At present, Dr. Hough is as- 
sistant pathologist of the Hartford Hospital and pathologist 
of the Municipal Hospital, Hartford, and of the Manches- 
ter Memorial Hospital. 


Orricers Appointep 


The following new appointments have been announced: 
Walter S. Lay, M.D., as health officer of Hamden; Jose- 
phine Evarts, M.D., as health officer of Kent; Reuben 
Rothblatt, M.D., as acting health officer of Willimantic; 
Samuel S. Fargo, M.D., as health officer of Pawcatuck; 
and Helen Baldwin, M.D., as health officer of Canterbury. 


Connecticut DepartTMENT oF Heattu 
APPOINTMENTS 


Ralph F. Sikes, M.D., has been appointed to the Bureau 
of Preventable Diseases during the absence of Charles E. 
McPartland, M.D., for advanced study in public health. 
B. Arthur Moxness, M.D., has been appointed under the 
merit system to the Bureau of Venereal Diseases as public- 
health physician. 


COUNSELING THE TUBERCULOSIS 
PATIENT 


What becomes of the tuberculous patient after the doc- 
tor refers him to the sanatorium? In many communities 
sanatorium officials send progress reports to the practicing 
physician from time to time. Sometimes, however, the 
doctor is revisited by the patient whom he sent to the 
sanatorium months or years before, asking advice as to his 
future course. He may wish particular advice on the 
kind of work he may do safely. It may be helpful, there- 
fore, to learn from a qualified official what provisions are 
made by the state for counseling and training tuberculous 
patients for suitable employment. Extracts of a paper 
(Counseling and training tuberculosis patients for suit- 
able employment. Tr. Nat. Tuberc. A., 1938) by H. D. 
Hicker, chief of the Bureau of Vocational Rehabilitation 
of California, follow: 


Not only medical skill is necessary to restore the tuber- 
culous patient to a useful life, but also the aid of mental 
hygiene, social welfare, education, training and placement 
services. Each patient must be treated as an individual, 
yet one must remember that the individual is not an as- 
sembly of parts and functions and that, therefore, he must 
be treated as a whole. Consequently all workers in the 
field of tuberculosis must co-ordinate their services. Vo- 
cational rehabilitation is closely linked with medical and 
social services. 

Under the Federal Rehabilitation Act of 1920 and the 
subsequent state rehabilitation acts, tens of thousands of 
men and women with physical disabilities of various types 
have achieved satisfactory vocational adjustment. It has 
been amply demonstrated that the rehabilitation program 
of vocational counseling, training and other related serv- 
ices can and does make physically impaired persons em- 
ployable. Yet comparatively few tuberculous patients have 
received the benefits of the rehabilitation service. Among 
the reasons given for this lack are that the rehabilitation 
service has shared the widespread fear of this disease and 
the belief that very few cases recover sufficiently to be- 
come employable. Another reason is that tuberculous pa- 
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tients represent only a small fraction of the large number 
of handicapped persons and that resources are limited. 
The remedy for this lies in broadening the scope of re- 
habilitation service through legislation. 

The California Bureau of Vocational Rehabilitation has 
at this time a live roll of 659 tuberculous patients and ex- 
patients. Each year since 1933 has seen an increase in the 
number enrolled. During this time 758 persons (31 per 
cent) out of a total of 2418 in training have been re- 
habilitated, which means, placed in a suitable job with a 
fair salary, and each year the proportion of those re- 
habilitated has increased. 

How permanent is the rehabilitation of ex-patients? 
Of 209 individuals rehabilitated in Los Angeles County 
during the period of 1928 to 1936, 155 (74 per cent) are 
still employed; whereas in a control group of 98 individ- 
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proximately 8 per cent of our tuberculous patients start 
their training before discharge, either in one of the five 
sanatorium commercial classes conducted by the Bureau, 
or by means of correspondence courses, or through em- 
ployment training in sanatorium jobs. The advantages of 
this early start are improved morale, service as a hardening 
process, shortening of period of continued training after 
discharge and often either immediate or at least quicker 
placement. Training is always in accordance with medi- 
cal advice, starting with a few minutes daily and in- 
creasing as the patient’s condition permits. 

Training is usually provided after discharge and after 
a period of adjustment to home conditions. The start is 
on a part-time basis, increasing to full time as condition 
warrants, and provision is always made for medical 
follow-up. Each training program is made to fit the par- 


Rehabilitation is Part of the Cure 


This is Number 14 of a series of twenty isotype charts on tuberculosis. 
charts are in color, each measuring 24 by 36 inches, and are used by 


for the education of the general public. 


uals discharged from sanatoriums who had not received 
training the number still employed is 34 (34 per cent). Not 
so favorable was the discovery that about 20 per cent of 
the rehabilitated individuals had had relapses of their 
disease and 4 per cent died, though the work was not 
the cause of death. 

Experienced counselors of the Vocational Rehabilitation 
Service make periodical visits to sanatoriums throughout 
the State. They counsel patients who have been selected 
by the medical director and who are deemed eligiblc 
and feasible with regard to future occupation. Occasion- 
ally, preliminary guidance interviews are given to patients 
not yet ready for decision but who need reassurance. 

Vocational training is seldom a part of the sanatorium 
program. We believe that selected reading activities, 
adult education and occupational therapy fit better into 
the sanatorium situation, with as much prevocational em- 
phasis as may be desirable in individual cases. Neverthe- 
less, training is occasionally provided for selected patients 
whose condition is at least quiescent and improving to in- 
dicate discharge within a reasonable time, and assuming 
that training facilities are or can be made available. Ap- 


The original 
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ticular needs, interests, and convenience of the individual 
trainee to the greatest extent possible; never do we ‘try to 
fit the trainee into a cut-and-dried uniform program. 
Under these conditions we find that training may be suc- 
cessfully followed; this results in successful rehabilitations. 
— Reprinted from Tuberculosis Abstracts, January, 1939. 
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THE DOCTORS’ GREEN CROSS 


To the Editor: The green cross on the white field, 
which designates a doctor's automobile and which origi- 
nated in Boston, is now in general use all over the coun- 
try. I have been urged to record, from personal recol- 
lections of the circumstances, the story of its origin. 

The device was first suggested by the late Dr. Samuel 
Crowell, who up to the time of his death lived and prac- 
ticed in the Dorchester district of Boston. 

In the early days of the automobile, a small group of 
the members of the Norfolk District Medical Society, in- 
cluding Dr. Crowell, and Dr. Arthur Perry and Dr. Joseph 
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Stedman, both of Jamaica Plain, with a few others, all of 
whom are now dead, waited upon the Board of Street 
Commissioners of that day, asking for some sort of pref- 
erential consideration for doctors’ cars on the road. As a 
result of this conference, the commissioners agreed to al- 
low doctors whose cars should bear a distinguishing de- 
vice to park left wheel to the curb in certain suburban 
areas while making professional calls. 

The question then arose as to what distinguishing de- 
vice should be adopted. A red cross seemed to 
favorite, but Dr. Crowell pointed out that the red cross 
belonged to the Red Cross and not to the medical profes- 
sion. He suggested that since green had been the color of 
the Medical Corps of the Union Army during the Civil 
War — green sash for commissioned officers and green 
stripes on breeches for enlisted personnel — that a green 
cross on a white field would be appropriate. This seemed 
to be acceptable to all, and on December 10, 1908, the 
Board of Street Commissioners adopted and promulgated 
a regulation embodying the above provisions. 

Twenty years later, on September 21, 1928, when the 
Boston trafic regulations were revised, that regulation 
which had given to doctors’ cars a special parking privi- 
lege was rescinded. Today, while the green cross has no 
official status, at least in Boston where it had its birth, it is 
still widely honored by traffic officers, who for the most 
part are very considerate of the traffic problems of the 
doctor. 


H. F. R. Warts, M.D. 
Health Department, 
City Hall Annex, 
Boston. 


REPORTS OF MEETINGS 


SUFFOLK DISTRICT MEDICAL SOCIETY 


The Suffolk District Medical Society met at the Boston 
Medical Library on Wednesday, November 30, 1938, un- 
der the chairmanship of Dr. Reginald Fitz. The pro- 
gram consisted of a presentation of recent work done at 
the Massachusetts General Hospital. 


PutmMonary EMBOLI: PATHOLOGICAL aspects. Dr. Benjamin 
Castleman. 


Careful correlations between x-ray findings and post- 
mortem findings are usually impossible because of the 
pathologic changes that occur between the taking of good 
x-rays and death, the unsatisfactory quality of antemor- 
tem films which of necessity must be portable, and the 
collapsed state of the lungs post mortem. 

To circumvent these difficulties we are now taking 
anteroposterior and lateral postmortem 7-foot chest plates 
with the patient upright. At postmortem the lungs and 
trachea are removed together; formalin is then poured 
into the trachea until the lungs are distended to normal 
size, when the trachea is tied off. The entire prepara- 
tion is then put in formalin and a week later the lungs 
are sectioned and an attempt made to account for every 
shadow on the films. Lungs from 400 cases have been 
examined. 

In 3500 routine autopsies, 9 per cent showed emboli or 
infarction of the lung, and in 3.5 per cent the embolus 
was the cause of death. In this series of 400 autopsies, 14 
per cent showed emboli or infarction, an increase of 50 
per cent. Molds were made of the shape of each one, 
and none showed the traditional triangular shape. Fre- 
quently the costophrenic-angle infarcts showed a convexity 
toward the hilum. All infarcts were peripheral, that is, 
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on a pleural surface of the lung, and they can occur 
wherever two surfaces of pleura meet. 

From this work and simultaneous experimental work, 
we now have a fairly clear picture of what transpires 
when an embolus reaches the lung. The first day the 
infarcted lung still contains a good deal of air in the 
alveoli and there is no sharp line of demarkation between 
infarcted and normal lung, nor is there any destruction 
of alveolar walls. By the third day there are still some 
air-containing alveoli, but a sharp line of demarkation is 
present and red-blood cells and white-blood cells are 
found in the alveoli and in the walls. Still later, the in- 
farcted area encapsulated and there is almost 
complete necrosis of the alveolar walls. Complete healing 
is evidenced by an organized fibrous scar — which shows 
as a linear shadow on the x-ray film. 

This complete progressive picture, however, is only 
seen in a lung previously damaged, as in chronic conges- 
tion, and this we call a true infarct. If the lung is es- 
sentially normal, the process only goes as far as edema 
and hemorrhage into the alveoli, which still contain some 
air; it then resolves without ever developing necrosis of 
the alveolar walls. This we speak of as incomplete in- 
farction. In such cases the x-ray film shows only a 
transient shadow, which is not very dense and is in keep- 
ing with the pathologic picture. 

Postoperative and postpartum patients frequently have 
signs and symptoms of pulmonary infarction, show a vague 
shadow on x-ray for just a few days and never develop 
signs of fluid. These patients do not die, so we never 
see the lesions. If these were true infarcts, — that is, had 
alveolar wall necrosis, — they would heal by organization 
and last longer according to x-ray. Hence, they are prob- 
ably cases of incomplete infarction. We have had a chance 
to see one such postpartum infarct,— death was for an- 
other reason, — which showed the typical hemorrhage and 
edema in the alveoli, without any destruction of the wall. 

Pulmonary infarcts, then, can occur in anyone and the 
outcome depends not on the size of the embolus but on 
the. previous condition of the lung. 


PuLMoNARY EMBOLI: RADIOLOGICAL AspEcTs. Dr. Aubrey O. 
Hampton. 

We have been able to demonstrate that the antemortem 
and postmortem films of the lung are essentially the same, 
for the fundamental physical principles are unchanged. 
Acute infarcts contain air, so we not see a dense 
shadow, and for this reason such shadows are difficult to 
interpret. X-rays of infiltrated lungs show infarction 

ws better, usually with a convexity toward the lung 
root. All infarcts occur where two pleural surfaces meet. 
Almost none are triangular in shape but conform to the 
shape of the portion of lung infarcted. True infarcts 
which heal usually leave a linear scar with a slight dim- 
ple at the pleural surface. 

This study has taught us to differentiate complete and 
incomplete infarction and to realize that the latter is much 
commoner than we thought. Many people who come to 
the clinic with a history of pleurisy and hemoptysis and 
have an x-ray shadow which clears rapidly are diagnosed 
as having tuberculosis. Subsequent check has shown a 
phlebitis and a course consistent with pulmonary in- 
farction. 


In Vitro Dissotution of Kinney Srones. Dr. Fuller 
Albright. 

Renal stones are composed of an organic matrix and a 

precipitated crystalloid. If the crystalloid is removed the 
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matrix goes into solution. Hence, if we decalcify a stone, 
there is no longer any stone. This type of stone is not 
formed unless the urine is of such a composition as to cause 
precipitation of the crystalloid. Calcium phosphate and 
calcium carbonate stones are formed in an alkaline me- 
dium. A calcium oxalate stone will form in either acid or 
alkaline urine; and uric acid and cysteine stones are 
formed in acid urine. 

In vivo, two possibilities of controlling stone formation 
present themselves. We can alter the composition of the 
diet and restrict the fluid; or we may be able to inject 
some dissolving fluid into the renal pelvis which will not 
harm the patient. 

Since calcium carbonate is the commonest constituent 
of stones, we used this as a test substance. At pH 6.5 
the solubility product of calcium carbonate is such that 
most of the ions precipitate out. At pH 4.0 the solubility 
product changes so that there is a greater tendency for the 
precipitated salt to dissolve, but an equilibrium is estab- 
lished which prevents its complete solution. If, to such 
a system, citrate ions are added, they form a complex solu- 
ble salt with the calcium ions, and the reaction can go in 
only one direction, namely to complete solution of the 
salt. At 40°C. the reaction progresses three times as fast 
as at room temperature. 

In vitro, we have used an isotonic sodium citrate and 
citric acid solution at pH 4.0 in a constant exchange appa- 
ratus and have seen moderate-sized stone completely dis- 
solved in twelve to nineteen hours. Calcium oxalate 
stones, of course, are not affected. 

These preliminary experiments wanes that the in-vivo 
dissolving of stones is a possibility 
PresacraL Neurectomy ror DysmMenorruea. Dr. Joe V. 

Meigs. 

The treatment of thea is frequently unsatis- 
factory and limited to the use of antispasmodics, such as 
belladonna. In 1924 Koch performed the first presacral 
neurectomy and the operation has since met with con- 
siderable success — but always in combination with cervi- 
cal dilatation, uterine suspension or some form of plastic 
operation. We have undertaken to use presacral neurec- 
tomy alone, and the first of 20 such cases has now gone 
seven years since operation. 

superior hypogastric plexus is essentially auto- 
nomic, containing fibers which mediate vasomotor control, 
sphincter control and muscle tone. In addition it con- 
tains sensory fibers, for we have long known that crush- 
ing the plexus causes pain in the bladder. Endometrial 
biopsies also cause pain. Following operation we have 
found no pain on uterine scraping, though the backache 
of cervical dilatation persists. 

While not especially difficult technically, the operation 
is tedious and time consuming, for the entire area be- 
tween the bifurcation of the aorta and the bifurcation of 
both iliac arteries must be completely denuded of nerve 
fibers. Fibers which commonly pass beneath the aorta and 
those branches coming from the inferior mesenteric ar- 
tery must not be overlooked. 

Seventy-five per cent of the operations have been com- 
pletely and 10 per cent partially successful. The 3 unsuc- 
cessful cases included one patient with a small right cer- 
vix, one who continued to complain of pain in order to 
get operative sterilization and one in whom some fibers 
were apparently not cut. Three of the patients have sub- 
sequently borne children. One had less pain than with 
previous deliveries; one had no cramps but only a 
rhythmic backache during labor; and one seemed to have 

usual amount of labor pain. Several of the patients 
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previously complaining of dyspareunia have reported no 
such trouble since operation. 

Hence we believe that presacral neurectomy by itself is 
satisfactory therapy in cases of the essentially uterine types 
of dysmenorrhea 


CarcINoMA oF THE Lip. Dr. Grantley Taylor. 

The lem of treatment of primary cancer of the lip 
is fairly well settled as being a matter of adequate surgi- 
cal excision and irradiation. The question of what to do 
in the neck is still controversial, however. For this reason 
600 cases of cancer of the lip at the Huntington Memorial 
and Pondville hospitals were studied to find out what 
characteristics of the primary lesion would affect the 
presence or absence of lymph-node metastases. The con- 
clusions were as follows. 


(1) The larger the primary lesion the more likely 
is the presence of cervical node metastases. 

(2) Though somewhat less dependable due to poor 
histories, the longer the duration of the primary lesion 
the more likely the metastases. 

The more malignant the growth the more likely 
the metastases. (Slides from the primary lesions were 
all examined by Drs. Benjamin Castleman and Shields 
Warren.) This ranged from 6 per cent metastases for 
Grade I lesions to 32 per cent metastases for Grade III 
lesions. Fortunately, cancer of the lip is usually a low- 


grade tumor. 

(4) Recurrence of the primary lesion is more likely 
to be associated with metastases. 

(5) The larger the palpable lymph nodes the more 
likely the presence of metastases. This ranged from 
8 per cent with non-palpable nodes to 91 per cent with 
2-cm. nodes. Frequently, however, large lymph nodes 
are only inflammatory. 


Thus we can make no laws about dissection of the neck 
in cancer of the lip. It is probably best to wait and see and 
thus avoid unnecessary surgery—but not to wait until 
the possibility of cure is unlikely. Sixty-four per cent 
of the nodes were positive when neck dissection was de- 
layed, so that there seems to be less likelihood of cure if 
we wait for clinical nodes to appear. If the patient is 
dependable and can be closely followed and if the primary 
lesion is small, waiting is wise. If undependable, neck 
dissection must be resorted to immediately. 


AprenaL Corticat Tumors. Dr. Oliver Cope. 


We now recognize three syndromes of adrenal cortical 
hypersecretion: virilism in the female; the basophilism 
syndrome described by Cushing; and feminization in the 
male. 

Diagnosis is difficult in the early stages for there are no 
fool-proof signs. Even androgen assays of the urine are 
equivocal in borderline cases. Enlargement of the adrenal 
gland is the most important sign but it is not palpable and 
cannot be seen on x-ray films until it is quite large and 
distorts or shifts the renal shadow. 

For this reason, with the co-operation of Drs. E. D. 
Churchill and Richard Schatzki, we have studied 56 cases 
using the perirenal air-insufflation technic. In 15 cases the 
adrenal was seen at operation and in | at postmortem, so 
that the apparent size on the film and the actual size could 
be compared. In all cases pyelograms gave no informa- 
tion. Both sides were always examined. Tumors when 
present were always visualized. Exclusion of tumor when 
suspected saved many exploratory laparotomies. A check 
on the size of the non-tumorous gland before removal of 
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the tumor-bearing gland was possible. In one instance a 
subtotal resection of the neoplastic gland was done be- 
cause the other gland showed almost complete atrophy 
and seemed incapable of supporting life by itself. 

Several instances of death from the procedure have 
been reported, presumably due to air embolism. We 
believe that we can prevent such a catastrophe by taking 
ten minutes to inject the air and using only half the 
usual amount. Our one untoward result was a_ large 
hematoma under the renal capsule from puncturing the 
capsule with the needle, and we believe we can now 
avoid such an accident. This case did not die of the in- 
jury but during a paroxysm of hypertension due to ex- 
cessive secretion of adrenalin several days after the pro- 
cedure. 


Dr. Robert S. Schwab. 


The brain is the seat of electrical activity just as is the 
heart, though we need four times the amplification nec- 
essary for an electrocardiogram to demonstrate this ac- 
tivity. Such waves were first demonstrated by placing 
an electrode over the occiput, with the eyes closed. When 
a light is flashed into the eyes the waves disappear. These 
waves were first called brain waves, are of low amplitude 
and occur about twenty times a second. 

In the past two years we have taken electro-encephalo- 
grams on 960 cases. This is done by attaching three clec- 
trodes to the skin of the head and placing the patient in 
a metal cage which shields the instrument and patient 
from interfering electrical currents. In 90 per cent of 
the cases with clinical epilepsy we have found the typical 
broad, high-amplitude waves, which occur about fifty 
times a minute. In 80 per cent of the cases showing fo- 
cal clinical signs we have checked on the location of the 
pathologic portion of brain. Seventy-five per cent of the 
patients with clinically diagnosed brain tumors have 
shown corroborative electro-encephalographic changes. The 
apparatus is still crude and difficult to work with and arte- 
facts are a constant pitfall, but the method shows great 
promise of future value. 


Pyewitis. Dr. Harold L. Higgins. 

Pathologists have shown us that “pyelitis” is not an as- 
cending infection from the bladder, nor localized to the 
pelvis of the kidney, but is really an interstitial inflam- 
mation — a suppurative nephritis involving the whole kid- 
ney, though the degree of involvement varies a great deal. 
I believe that all cases are due to partial or complete 
ureteral obstruction. The obstruction may be anatomical, 
such as one due to an aberrant renal artery, pregnant 
uterus, tumor, or stone, abscess or kink of the ureter, or 
physiological, such as one due to spasm or edema of the 
ureter. In acute hemorrhagic nephritis we see only red 
cells in the urine at first and later both red cells and leu- 
kocytes. We also get edema of the kidney causing oliguria 
and general body edema; hence, there is probably also 
edema of the ureter which may give rise to a secondary 
pyelitis from obstruction. Virus infections are frequently 
associated with edema. Such edema would probably ac- 
count for the pyelitis of measles. 

The chief bacteriologic agents incriminated in pyelitis 
are the intestinal bacteria, such as Bacillus coli and Strep- 
tococcus faecalis. The kidneys probably eliminate these 
organisms physiologically at times though not regularly. 
In the presence of such a set-up, obstruction and stasis will 
result in ordinarily harmless bacteria becoming pathogens 
and giving rise to inflammation. 

Treatment with sulfanilamide reduces the virulence of 
the organism, and if the obstruction is meanwhile re- 
lieved, the patient is cured. If not, we get a recurrence 
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when the drug is stopped. Mandelic acid per se probably 
does nothing, but the limitation of fluids and the attendant 
dehydration release obstruction by getting rid of the 
ureteral edema. 

In general almost all cases of pyelitis are the result of 
obstruction to urinary outflow and associated infections 
due to the normal intestinal bacteria in the kidney and 
urine. 


Recent Opservations on Curonic 
Potsoninc. Dr. Francis T. Hunter. 

To date, the literature has been filled with incomplete 
conflicting reports of the results of benzol poisoning. The 
following are some random and incomplete observations 
we have made in the study of 79 workers exposed to ben- 
zol. All the cases were studied by a detailed history, physi- 
cal examination and a complete hematological work-up. 
We have 7 cases with pathologic material — 1 postmortem 
bone-marrow biopsy, | bone-marrow biopsy and 5 autop- 
sies. In addition we have the material from 6 cases autop- 
sied between 1920 and 1924. Certain previously known 
facts have been reconfirmed: 


1. Fourteen cases (75 per cent) had red-cell counts. 
above 5,200,000. The highest was 7,300,000 on three 
different occasions with a white-cell count of 12,000 
with 63 per cent polymorphonuclears. (One week after 
removal from exposure his red-cell count dropped to. 
5,200,000.) 

2. Twenty-two cases (27 per cent) showed young 
cells in their smears, that is, myeloblasts and normo- 
blasts. These were workers who had not had excessive: 
exposure and showed no signs of ill health. 

3. Twenty-five per cent of the cases showed ecosino- 
phils (the highest being 23 per cent). 

4. Hyperplastic bone marrow was found to be as- 
sociated with the picture of aplastic anemia in the 
peripheral blood stream. 

In addition the following new facts have come to light: 

1. Anemia with an increased white-cell count may 
occur. Twenty-three per cent showed myeloblasts,. 
and 6 per cent normoblasts. 

2. There may be no anemia but a white-cell count 
as high as 45,000. The differential count shows chiefly 
lymphocytes and the stained smear is similar to that of 
a case of lymphatic leukemia. (Three months after 
removal from exposure the blood picture was normal.) 

3. There may be a macrocytic, pernicious-anemia-like 
picture. 

4. Rep 4 in the early stages may one have an in- 
creased white-cell count with increased polymorphonu- 
clears and the rest of the blood picture normal. 

5. Marked splenomegaly and extreme hyperplasia 
of the bone marrow may occur. 

6. In the same individual the bone marrow may be 
hyperplastic in some places and aplastic in others. 

7. Clinical benzol poisoning may develop eight to 
eighteen months after removal from exposure. Pre- 
sumably the bone marrow is adequate for normal life, 
but when placed under stress it cannot keep up. 

8. Long exposure, that is, as much as twelve years, 
may result only in a hyperplastic bone marrow. In 
other patients a short exposure may cause death, with 
an aplastic anemia. (In mice we know that leukemia 
can develop long after exposure to benzol has ceased.) 

The time element is important and symptoms may be 
oo a long time. Hence, histories must be very de- 
tal 
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NOTICES 


MASSACHUSETTS CENTRAL 
HEALTH COUNCIL 


The annual meeting of the Massachusetts Central Health 
Council will be held in the Sheraton Salon of the Hotel 
Sheraton, 91 Bay State Road, Boston, Thursday evening, 
February 16, at 7:00. The Honorable Christian D. Herter, 

ker of the House of Representatives, will speak on 
“Legislative Procedure.” 

The usual business meeting and election of officers will 

held. 


SAMUEL D. GROSS PRIZE 


The Samuel D. Gross Prize of the Philadelphia Academy 
of Surgery, amounting to fifteen hundred dollars, will be 
awarded in 1940. The conditions annexed by the testator 
are that the prize “shall be awarded every five years to 
the writer of the best original essay, not exceeding one 
hundred and fifty printed pages, octavo, in length, illustra- 
tive of some subject in surgical pathology or surgical 
practice founded upon original investigations, the candi- 
dates for the prize to be American citizens.” 

It is expressly stipulated that the competitor who re- 
ceives the prize shall publish his essay in book form, and 
that he shall deposit one copy of the work in the Samuel 
D. Gross Library of the Philadelphia Academy of Surgery, 
and that on the title page it shall be stated that to the 
essay was awarded the Samuel D. Gross Prize of the 
Philadelphia Academy of Surgery. 

The essays, which must be written by a single author in 
the English language, should be sent to the Trustees of 
the Samuel D. Gross Prize of the Philadelphia Academy 
of Surgery, care of the College of Physicians, 19 S. 22d 
Street, Philadelphia, on or before January 1, 1940. 

Each essay must be typewritten, distinguished by a 
motto, and accompanied by a sealed. envelope bearing the 
same motto, containing the name and address of the 
writer. No envelope will be opened except that which 
accompanies the successful essay. 

The committee will return the unsuccessful essays if 
reclaimed by their respective writers, or their agents, with- 
in one year. The committee reserves the right to make no 
award if the essays submitted are not considered worthy 
of the prize. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 p. m. on Thursday, February 16, in the amphi- 
theater of the Peter Bent Brigham Hospital, Dr. Marshall 
N. Fulton, associate in medicine, Harvard Medical School, 
and physician, Peter Bent Brigham Hospital, will give 
a medical clinic. Practitioners and medical students are 
cordially invited to attend. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held on Tuesday, February 14, in the Peter Bent Brig- 
ham Hospital amphitheater (Shattuck Street entrance), at 
8:15 p. m. 


PROGRAM 


Presentation of cases. 
Forsan et Haec Olim Meminisse Juvabit? 
nald Fitz. 
Medical students and physicians are cordially invited to 
attend. 


Dr. Regi- 


Ropert M. M.D., Secretary. 


NOTICES 
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HARVARD MEDICAL SCHOOL 


A lecture on “The Physiological Effects of Compressed 
Air” will be given by Dr. Edgar M. End, of Marquette 
University School of Medicine, in Amphitheater C of the 
Harvard Medical School, on Tuesday, February 14, at 
5:00 p. m. 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


The regular meeting of the New England Society of 
Physical Medicine will be held at the Hotel Kenmore, 
Boston, on Wednesday evening, February 15, at 8 o'clock. 
The Council will meet at 6:00, and this will be followed 
by an informal dinner at 6:30. 

Dr. C. Guy Lane will speak on “Indications for the Use 
of Physical Agents in Dermatology.” This will be followed 
by general discussion. 

All members of the medical profession are cordially in- 
vited to attend, 


D. McFer, M.D., Secretary. 


NEW ENGLAND PATHOLOGICAL 
SOCIETY 


The next regular meeting of the New England Patho- 
logical Society will be held at the Massachusetts General 
Hospital, on Thursday, February 16, at 8:00 p. m. 


PROGRAM 


Correlation of Postmortem Chest Teleroentgenograms 
with Autopsy Findings, with Special Reference to 
Pulmonary Embolism and Infarction. Dr. Benja- 
min Castleman and Dr. Aubrey O. Hampton. 

Clinical and Hematological Aspects of Early Benzol 
Poisoning. Dr. Francis T. Hunter. 

Histological Studies of Chronic Benzol Poisoning. Dr. 
Edward A. Gall and Dr. Tracy B. Mallory. 


Physicians and medical students are cordially invited to 
attend. 


NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart Associa- 
tion will be held at the Peter Bent Brigham Hospital, on 
Monday, February 27, at 8:15 p. m. 


PROGRAM 


The Surgical Treatment of Patent Ductus Arteriosus. 
Dr. R. E. Gross (by invitation). 

Observations on the Dynamics of the Circulation in 
Patent Ductus Arteriosus. Dr. E. P. Eppinger. 

The Reaction of the Cardiovascular System of Dogs 
to Intravenous Infusion. Drs. R. L. Swank, A. Yeo- 
mans and R. R. Porter (by invitation). 

The Significance of Auricular Standstill. 
Rosenbaum (by invitation). 

Some Notes on the Prognosis of Rheumatic Heart Dis- 
ease. Dr. S. A. Levine. 

The discussion on the first three papers will be opened 
by Dr. C. Sidney Burwell. Interested physicians and med- 
ical students are invited to attend. 


Evwarp F, Bianp, M.D., Secretary. 


Dr. F. F. 


NEW ENGLAND HOSPITAL ASSOCIATION 


The annual meeting of the New England Hospital As- 
sociation will be held at the Hotel Statler, Boston, on 
Thursday, Friday and Saturday, March 9, 10 and 11. 


A. G, Encersacu, M.D., Secretary. 


SOCIETY MEETINGS AND CONFERENCES 


CaLenpar or Boston District ror THE Week 
Monpay, Fesruary 13 


Tuespay, 14 

*9.10 a. m. Joseph H. Pratt Diagnostic Hospital. 
of Anal Bleeding. Dr. E. T. Whitney. 

#10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 

5 p. m. Lecture on the Physiological Effects of Compressed Air. 
Harvard Medical School. Amphitheater C. 

*8:15 p. m. Harvard Medical Society. Peter Bent Brigham Hospital 
Amphitheater. 


The Significance 


Weonespay, 15 


*9.10 a. m. Joseph H. Pratt Diagnostic Hospital. Hospital case 
presentation. Dr. S. J. Thannhauser. 


#12 m. Clinicopathological conference. Children’s Hospital Amphi- 
theater. 
*8 p.m. New England Society of Physical Medicine. Hotel Kenmore. 


Tuurspay, Fesrvary 16 


8:30-9:30 a. m. Exchange visit, Surgical and Orthopedic Staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at the 
Peter Bent Brigham Hospital. 


*9-10 a. m. Joseph H. Pratt Electrocardiographic 
Changes in Pericarditis. Dr. 


*3:30 p. m. clinic at on Hospital. 


5 p. m. George W. Gay Lecture on Medical Ethics. Harvard Medical 

School, Amphitheater Cc. 

7 p. m. Massachusetts Central Health Council. 
91 Bay State R 

*8 p. m. New England Pathological Society. Massachusetts General 
Hospital. 


Hotel Sheraton, 


Fray, Fesruary 17 
*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Differential Diagnosis 
of Coronary Thrombosis. Dr. Cadis Phipps. 
#10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 
12 m. Clinical meeting of the Children’s Medical Service. Massachu- 
setts General Hospital. Ether Dome. 


12 m. Urological conference, Massachusetts General Hospital, lower 
outpatient amphitheater. 


Sarurpay, Fesruary 18 
*9.10 a. m. Joseph H. Pratt Diagnostic Hospital. Hospital case 
presentation. Dr. S. J. Thannhauser. 


*10 a. m.-12 m. Staff rounds of’ the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


Sunpay, Fesruary 19 
4p. m. IMlustrated, public, health lecture, ye Hospital, audi- 
torium. “‘Girth’’ Control. Dr. Arthur A. Cushin 
4 p. m. Free public lecture, Harvard Medical ccnest, Amphitheater 
of Building D. The Significance of Syphilis and Other Venereal 
Diseases. Dr. William C. Quinby 


*Open to the medical profession. 


Fearvary 12 — Lecture at the Faulkner Hospital. Page 971, issue of 
December 15. 

Fesrvary 12 — Free Public Lecture. Harvard Medical School. Page 1056, 
issue of December 29. 

Fepavary 12 weet Hospital Public Health Lecture. Page 1056, issue 


Decem 

FreBRUARY 12 — Salem Hospital Public Health Lecture. 
of January 19. 

Fesruary 14 — Harvard Medical Society. Page 267. 

Feervary 14— Harvard Medical School. Lecture on the Physiological 
Effects of Compressed Air. Page 267. 
gland Society of Physical Medicine. Page 


Page 126, issue 


Fesrvary 15 — New En 267. 
Fesruary 16 — Medical ‘Clinic, Peter Bent Brigham Hospital. + 267. 
Fesruary 16 — Massachusetts Central Health —-* Page 267. 
Fesruary 16 — New England Pathological Society. Page 267. 

Feervary 16 — George W. Gay Lecture on Medical Fthics, Page 218, 


issue ebruary 2. 

Fesruary 17 — Urological Conference. Massachusetts General Hospital. 

Fesruary 22 — Alumni Day, New York University College of Medicine. 
Page 173, issue of January 26. 

Fesruary 27 — New England Heart Association. Page 267. 

Marcu 9 — Pentucket Association of Physicians, 8:30 p. m., Hotel Bart- 
lett, 95 Main Street, Haverhill. 

Marcu 9-11 — New England Hospital Association. Page 

oe 2 — Fourth Annual Postgraduate Institute. Pace 938, issue of 
Maracw 15, May 15, Avcusr 5 and Ocroser 6— American Board of 
Ophthalmology. Page 126, issue of January 19. 

Marcu 27-31 "— American College of Physicians. Page 36, issue of July 7. 

May rag fd 15 — International Congress of Military Medicine and Pharmacy. 
Page 501, issue of Septem 

May 15-16— American Board of Obstetrics and Gynecology, Inc. Page 
218, issue of February 2. 

May 15-19 — American Medical Association. St. Louis. -~yaeee 

June 6, 7, 8 — Massachusetts Medical Society. Worcester 
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June 12-17 — Symposium on the Public-Health Significance of the Virus 
and Rickettsial Diseases. Bey 125, issue of January 19. 


June 26-29— National Tuberculosis Association. Page 936, issue of 
December 8. 
oe Psychoanalytic Institute. Page 450, issue of Septem- 


Serremeer 11-15-—~- American Congress on Obstetrics and Gynecology. 
Page 938, issue of December 8. 


September 15-28 — Pan-Pacific ical Association. P. 863, issue of 
November 24. _ = 


Fruit, 1939 —~ Temperature Symposium. Page 218, issue of February 2. 


District Mepicat Societies 
ESSEX 


March 1—Lynn Hospital. Clinic at 5 p. m. Dinner at 7 m. 


Arrit 5 — Addison Gilbert Hospital, Gloucester. Clinic at 5 p. m. 
Dinner at 7 p. m. Speaker: Dr. Ethan Allan Brown. Subject: Allergy. 


May 10 — Annual meeting. Salem Country Club, Peabody. 
SUFFOLK 


M 29 — 


Apait 26 — Annual meeti 
at 8:15 p. m. Election of 


WORCESTER 
Marcu 8 — Worcester Memorial Hospital. 
Arai. 12 — Worcester Hahnemann Hospital. 
May 10 — Worcester Country Club — Annual — 
aan the exception of the annual meeting in May, all 


at 6:30 p. a. 
scientific sessions. 


BOOK REVIEWS 


Your Chest Should Be Flat: The deep chest makes better 
soil for tuberculosis. S. A. Weisman. 145 pp. Phila- 
delphia, London, New York and Montreal: 
pincott Co., 1938, $2.00. 
The title of this small book tells practically the whole 
story. The book deals with the physical development of 
the chest and points out that the deep chest makes better 


soil for tuberculosis. 
oached the problem of tuberculosis 


Pediatric Society, Boston 
nd speakers to be announced. 
h Boston Medical 


J. B. Lip- 


The author has appr 
from a very interesting angle, although the relation of chest 
development and tuberculosis has been discussed for very 
many years. The author may be able to prove his point 
if he follows the group of apparently normal children in 
whom he found round, deep, chests, and later cites a low- 
er incidence of tuberculosis in these patients as compared 
with that in those who were flat-chested. Furthermore, 
evidence to the effect that round chests are commonly 
found among those who now have and have had tuber- 
culosis for some time would be in favor of his theory. 

The subject is a fascinating one, and it is hoped that the 
author will follow up this work and subsequently publish 
more facts. 


Feminine Hygiene in Marriage. A. F. Niemoeller. 155 


pp. New York: Harvest House, 1938. $2.00. 
This tiny volume contains little of value to anyone with 
a modicum of information regarding the female and her 
hygiene, whether such modicum was obtained 
the usual medical channels or by that peculiar fate which 
permits one to be a female. 
There is little to recommend the book to anyone in 
the medical profession and a toes to anyone not so 


Virus Diseases and Viruses. es. Patrick P. Laidlaw. 52 pp. 
Cambridge: University Press, 1938. 90 cents. 

This small brochure is most readable and informative. 
Sir Patrick Laidlaw in the Rede Lecture of 1938 has ad- 
mirably given a broad view to the study of viruses and has 
summarized the important advances made in this field of 
investigation. 


268 

™ 


